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ABSTRACT
This dissertation examines how perspectives of mental health among refugees are
situated within the realities of the refugee resettlement system, a population for which
information on this issue is quite limited. Through in-depth interviews and participant
observation with Congolese refugees and non-Congolese refugee-serving professionals in a
major Florida city, this dissertation examines how perceptions of mental health and mental health
services among refugees were affected by financial insecurity and disparities in expectations.
Local Congolese refugees expected the American Dream; they believed that once they arrived
they would find prosperity through hard work. Instead they experienced frustration and distress
because the resettlement services provided to them were only enough to insert them into the
bottom of American society, and the limitations of the resettlement system posed barriers to
them achieving their plan. Limited formal education and limited knowledge of English
comprised an additional layer of distress for many local Congolese as it restricted the types of
work they could find. Through the scholarly lenses of control over destiny, critical medical
anthropology, and critical race theory, I propose the term systemic expectation discord to
describe the role of this disparity in expectations and lack of opportunity on refugee distress, as
well as on the prioritization of mental health services in their lives. This dissertation has both
theoretical and applied implications in its use of theory from anthropology and public health to
better understand the lived experience of local refugees. This dissertation also makes practical
recommendations on how to provide mental and emotional support to refugees while
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circumventing the issues that cause them to de-prioritize mental health services as we know
them.

vii

CHAPTER 1: INTRODUCTION
[T]ry to imagine that you live, all your life you live phenomenal life. You travel, you have
friends, family. You go out every single day, enjoy life, and then you wake up one
morning under the bombs, everything. And you don’t understand why, who is doing this,
because you just live there, you love everybody, for you everybody is the same, and
everything crashes in a one day. All your dreams, everything that you planned. Your
family members, you lose your family members. You lose your neighbor, you lose your
friend.
And then suddenly you end up in completely new country. You don’t know the language.
You are who you are, but suddenly you are nobody, you are nobody, you don’t have even
identity. You don’t know who you are anymore. You do not belong to anybody because
you lost everything that you knew, who you are, and then you are becoming, and you
have to become somebody new. You are thankful but you have huge scars. You cannot
forgot your roots, you cannot forgot your childhood and everything that you know.
And then what is very difficult: you are separated from your family. Your children, they
do not grow up with your family, your family is scattered all around the world, refugees,
Australia, Canada, Germany, and you don’t have anybody here. I didn’t know anybody
when I came here, nobody. Only me, my husband, and Jessica was 22 months old. Try to
imagine that picture and then you gonna understand refugee. (Nina, former refugee,
refugee-serving professional)
The year 2018 found over 70.8 million people forcibly displaced across the globe, 25.9
million of whom were refugees. Of these, 22,900 were resettled to the United States (UNHCR
2019a). Those seeking refuge from conflict, war, and/or persecution face a long and arduous
road. Policies on the acceptance and integration of refugees vary by country, and many are
turned away several times before they can find a safe place to settle in even the short term
(Stevens 2016). Refugee settlements are not limited to formalized camps provided by
international non-governmental organizations, and may also include “camp[s], informal
settlements, rural or urban areas, or family hosts” (Stevens 2016, 264). Being allowed entry to
the temporary solution of life in a camp is just one step in the long and arduous process of
1

resettlement, and refugees face many hardships in the camps themselves, including alcohol
abuse, intimate partner violence, suicide, and access to safe drinking water (Ezard 2014; Ali, Ali,
and Fesselet 2015).
At the end of this journey, upon permanent resettlement, refugees face additional
difficulties in the form of major mental health burdens (Close et al. 2016; Mills et al. 2005; Bhui
et al. 2006; Song et al. 2015; Lamkaddem et al. 2014), be higher than that of the general
population (Close et al. 2016; Lamkaddem et al. 2014), or with higher co-occurrence of other
illnesses (Silove et al. 2014). The mental health burden for refugees is great. Overall, refugees
face a path of precarity, one in which there is a looming possibility that they will find not longterm safety (nor even be deemed legitimate and worthy of help), and one in which the durable
solution of resettlement is extremely rare. Further, if they do receive the rare gift of resettlement,
they face additional burdens in the new country.
In addition, refugee-serving organizations report great difficulty in providing mental
health services. The current state of knowledge on barriers that prevent refugees from accessing
or accepting mental health services, including transportation, jobs, family conflict, lost
connections with family back home, stigma, lack of cross-cultural applicability of mental health
diagnoses, has not been sufficient to breach the disconnect between needs and actual uptake of
services. This begs the question: what overarching issues contextualize the above-listed barriers?
This dissertation explores the role of the structure of the refugee resettlement system, and how
refugees’ lived experience of resettlement may contextualize decisions to use mental health
services. Instead of reducing use of mental health services down to discrete barriers, this
dissertation situates the data in systemic relationships that have been formed by current U.S.
policy priorities.
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The path to safety is long and hard. But this dissertation is not wholly about life in a
refugee camp, or about refugee experience of formal mental health services. I was inspired by
the work of Fassin, Rechtman, and D’Halluin (2009) who propose that rather than centering
research on cross-cultural differences, we need to examine the macro-physics of power that is the
refugee resettlement process and how this impacts willingness to use mental health services. I set
off to explore refugees’ narratives of refugee resettlement as it related to their perspectives on
mental health services, with attention to their most recent interactions with the resettlement
system. In this endeavor, I thought it crucial to include the perspectives of both local refugees
and refugee-serving professionals to create a snapshot of this issue in refugee resettlement at the
time of this research.
I embarked on my journey with knowledge from the academic literature that refugees
generally have higher rates of depression and Postraumatic Stress Disorder (PTSD), and are
generally less likely to use mental health services, and with a basis in volunteer work revealing
that local professionals felt that local refugees were in need of mental health services and/or
emotional support but had difficulty connecting them to such services. Ultimately, I found that
access to employment was of more concern to local refugees than mental health services, but the
employment issue was a product of larger issues in refugee resettlement. As part of a vicious
cycle, the financial insecurity related to unemployment was a major cause of distress for local
refugees. Finally, while many refugees in this study were willing to receive support for mental or
emotional distress, current service availability impacted their ability to do so.
Research Questions
The main theoretical issues that this research addresses are: 1) the role of structural
disparities on health, explored through the lens of critical medical anthropology, and how this
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informs 2) the debate between structural and cultural factors as moderators for the use of mental
health services. Through ethnographic methods, particularly participant observation and in-depth
interviews, this dissertation attempts to address how refugee perspectives of mental health
services are structurally situated. Using an alternative critical lens, it moves beyond discussing
the issue in terms of “barriers” and “facilitators” to instead take account of how refugees lived
experiences within the resettlement system affect their use of mental health services. In doing so,
it avoids essentialization of refugees’ cultures by taking account of structural issues influencing
their willingness to use mental health services. Using the following research questions, this study
captures refugee narratives and the placement of treatment of mental illness within those
narratives.
•

How do refugees’ lived experiences with the resettlement process relate to their
perspectives of mental health and mental health services?

•

How do professionals working regularly with refugees perceive and contextualize refugee
perspectives of mental health and mental health services?
Setting
When I set out to do this research, my primary goal was to learn what major issues

affecting refugees most needed to be addressed locally. That was in 2014, a time when refugee
migration and services where less limited and better funded than now. I began this journey by
getting involved with the local refugee community. I volunteered at a local women’s support
group, events promoting interaction between refugees and the local community, and made
friends with and spent significant amounts of time with members of the refugee community. I
also attended events frequented by community members (for instance, Swahili language classes
and barbeques). I joined the local Refugee Services Interest Group (RSIG) and its subcommittee
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on mental health to hear what they believed was a pressing issue for refugees; I learned there was
a major need for mental health treatment locally, but that many refugees refused care. What local
professionals told me resonated with the literature: prevalence of mental illness among refugees
is high, and refugees often refuse mental health services. So, I decided to embark on a journey of
how to anthropologically explore this issue in an effort to unveil what might be major
contributing factors locally.
Then, on November 9th, 2016, it was announced that Donald Trump had won the
presidential race and would become the 45th president of the United States; it was an outcome
that most election models did not predict (Time 2018). President Trump’s policies were
decidedly anti-immigrant and, from that time on, the nation dove into an era of prolific antiimmigrant rhetoric, nationalism, and xenophobia. These policies have had a major effect on
refugee services and the refugee resettlement system as a whole, with the system being thrown
into uncertainty as legal battles tackled new policies such as the travel ban for those from
predominantly Muslim countries (Figure 1). Participant narratives powerfully described the
already limited refugee services, and, as the research progressed, professionals remained
concerned with current and pending budget cuts. Ultimately, funding cuts did come. Funding
obligated to the Department of Health and Human Services for Refugee and Entrant Assistance
was cut by over 450 million dollars between FY17 and FY19 (Figure 2). So, while my primary
research focused on mental health services for refugees, it quickly became complicated by the
assaults against the deservingness of refugees and resultingly massive funding cuts which
ultimately undermine and delegitimize work with refugees. It was now a time of uncertainty for
not only refugees in the community, but also those professionals who work to support them,
many of whom are former refugees themselves. Support for refugees and migrants had moved
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from debate to political battleground with drastic changes occurring across the time of my
dissertation research.
Florida Metropolis
Formal data collection was performed in Florida Metropolis from April 2017 to March
2019, with informal participant observation beginning October 2014. Florida Metropolis 1 is a
multi-county metropolitan area in the state of Florida and has a large network of refugee service
providers who meet regularly as a refugee services interest group (RSIG) to discuss issues of
concern. These meetings are attended largely by professionals employed by resettlement
agencies, but attendees also include local church representatives, community leaders, university
researchers and student volunteers, representatives from health care providers, law enforcement,
interested members of the general community, and many others.
January 27,
2017
Executive
Order halting
refugee
admissions
from 7 Muslim
Majority
countries.1

February 29,
2017
Federal judge
grants
temporary
injuction on
deportation of
those
stranded.1

January 28,
2017
Migrants and
refugees are
blocked from
entry at
airports.
Protests
begin.1

December
2017
Supreme Court
allows Third
version of
Travel Ban to
take effect.2

March - October
2017
Two more
versions of Tavel
Ban are issued and
fought in Courts of
Appeals and
Federal District
Courts.2,3

Figure 1. Uncertainty and Diminishment of Refugee Resettlement 2,3,4
Pseudonym for the metropolitan area where the research was conducted.
ACLU 2018
3
CNN 2018
4
The Washington Post 2018
1
2
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April-June
2018
Supreme Court
hears
arguments and
upholds
constitutionalit
y of Travel
Ban.3
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Fiscal Year

Figure 2. Funding Obligated to DHHS for Refugee and Entrant Assistance, by FY2017 – FY
2019 5,6
Meetings usually consist of a brief discussion of recent changes in resettlement policies and
patterns (e.g., funding, numbers of incoming refugees) and a series of brief presentations by
service providers, health care providers, and businesses on new programs or developments in
their refugee-serving capacities, as well as brief presentations from university researchers on
their current projects. Overall, the goal of the RSIG is to bring together those with an interest in
helping refugees and to bridge any gaps. Attendance at these meetings was a very important part
of gaining the entry necessary to conduct interviews with professionals as well as making contact
with community leaders.
Florida Metropolis has a diverse and large refugee population, which poses many issues
for organizations. First, it is difficult to build a community among each group due to the
disparate proportions of those resettled from any particular country of origin (Figure 3). And
though organizations’ attempts to resettle refugees near others of their same background, it is

USASPENDING.gov 2019
Data from FY17 Quarter 2 through FY19 Quarter 3. Excludes unaccompanied children, treatment for torture
victims, and human trafficking victims programs.
5
6

7

often very difficult because the cost of living is quite high when compared to the funds agencies
are provided to support housing, which means that agencies must resettle newly arrived refugees
in the cheapest housing available regardless of location.
Figure 3. Refugee Arrivals to Florida Metropolis, FY 2014 - FY 2018 7

7

WRAPSnet. 2019. Arrivals by Destination and Nationality

8

Table 1. Refugee Arrivals to Florida Metropolis, FY 2014 - FY 2018 8

Another difficulty in resettling refugees near each other is family size; many people have
large families so it is difficult to find housing that will contain the entire family and be
reasonably priced. Secondary migration is also an issue, as many refugees migrate to other states
in search of community and better financial opportunities. Further, Florida’s public transit
system is not well developed, so it is very difficult for refugees to visit others whom they would
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WRAPSnet. 2019. Arrivals by Destination and Nationality

9

like to connect with if they do not live nearby, and since some groups find it especially difficult
to navigate the transit system due to difficulty speaking English, they often do not leave their
homes and are fairly isolated. Thus, major issues for local refugees and their ability to build
community are size, language, and transit.
Another issue at the forefront for refugees in Florida Metropolis is underemployment.
There are not many jobs locally for those who cannot speak English or who have limited
education, so many refugees migrate to other states in search of work. These issues complicate
both refugees’ lives and the work of those who serve them; professionals struggle to work
around a population in flux because they are seeking a life beyond the barriers posed.
These difficulties were exacerbated by budget cuts and reductions in refugee admissions
ceilings. I attended my first RSIG meeting in the Fall of 2014 and was overwhelmed by the
shear size of the gathering. There were people there representing what seemed to be every
organization involved in refugee resettlement locally, including some local organizations and
faith groups who did not provide refugee-specific services but were interested in how to improve
the conditions for local refugees. RSIG meetings are open to the general public. Yet, they are
also places where resettlement organizations can talk about difficulties they are having,
brainstorm solutions, and present their accomplishments.
Towards the end of my data collection, attendance from Congolese community members
in particular became more frequent. By attending RSIG meetings and engaging with them as a
volunteer member, I gained insight into how local organizations relate to each other and
communicate with each other, the types of work they do, and what is of primary concern to them.
Every frequent attendee, of which there were many, seemed passionate about what they did, and
several were former refugees themselves. Their unifying goal seemed to be to improve the lives
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of locally resettled refugees, a goal that continued during my time with them. However, I was
shocked at the change between the time in which I stepped back from the RSIG to focus on
Congolese interviews and my final attendance at a RSIG meeting. The numbers of people
attending the meeting had drastically decreased; attendance had dwindled to less than half of
what I was accustomed. I knew that in the previous fiscal year, 2018 (FY18) 9, there had been
major funding cuts in refugee resettlement and this had affected the ability of agencies to staff
themselves (Figure 2). The funding cuts aligned with the reductions in refugee admissions, with
those actually admitted only fulfilling about half the ceiling during FY17 and FY18 (Figure 3).
The total number of refugees admitted to Florida during that time period had also drastically
decreased (Figure 4).

Thousands of Refugees

120,000
100,000
80,000
60,000
40,000
20,000
0

FY 2014

FY 2015

Refugee Admissions Ceiling

FY 2016

FY 2017

FY 2018

FY Total Admitted to the U.S.

Figure 4. Refugee Admissions Ceiling vs Admitted, Nationally, by FY2014 – FY2018 10

The federal fiscal year (FY) runs between October 1 and September 30. FY18 was October 1, 2017 - September
30, 2018.
10
WRAPS 2019. Refugee Admissions Report.
9
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Figure 5. Total Refugees Admitted, Florida, FY2014 – FY2018 11
At this meeting, I heard many professionals state their organization had either already cut
their staff by 50% or more or they would need to do so for the upcoming FY19. One refugeeserving professional revealed she was down to only one case manager. While I had heard of the
impending cuts during interviews with professionals, that did not prepare me for their effects.
These cuts also affected organizations’ ability to provide services. At face value, it seems logical
that if refugee admissions are reduced then funding would also be reduced, but it ultimately did
not account for refugees who had arrived just before the cuts and were still entitled to full
services. This created a predicament for agencies, as they still needed to provide services for
those refugees but no longer had the capacity to carry the staff necessary to do so. Availability of
funds for any service, product, or research is indicative of the importance it has to the funding
source (in this case, the U.S. government under the current presidential administration). Refugee
resettlement is federally funded, and the reduction in funding and lowered admissions ceilings
are clear indications of diminished U.S. interest in aiding refugees worldwide.
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Federal funds for resettlement services are distributed to states, and in Florida, the state
then allows resettlement organizations within the state to compete for portions of these funds via
contracts. These contracts are similar to grants and often have a topical focus such as “refugee
youth programs”. At this meeting, a state representative, accompanied by legal counsel
announced that funds for the upcoming fiscal year could potentially decrease by three-quarters
from the previous fiscal year. This level of funding would basically make many programs nonfunctional, so the state decided to address this by changing the way funds were distributed. Now,
instead of contracts for individual programs, there would be a single comprehensive contract for
all refugee services in each major resettlement area. In order to accommodate this new funding
structure, agencies would have to reorganize, integrate, or form a coalition. One organization, or
newly formed coalition, would need to take the lead and parcel out funds and services to other
organizations; some agencies had already closed their doors due to previous budget cuts. The
representative said this was going to be a “radical change” in the way they do things, and the
goal was to provide flexibility in programs so they can continue to serve the population. A
tenseness came over the room. I had observed how both agencies and refugees felt the services
were limited, and that was before these newly announced budgets cuts and organizational
changes. The need to prepare for these changes was immediate, and the speaker recommended
agencies get together as early as the following week to discuss how to move forward. After she
left, those in attendance mingled for a bit and planned a time to meet. One of the last things said
to me by a local refugee-serving professional as I left that day was: “Please, please pray for us.
Please pray for us”.
This dissertation research was written during a time of flux and uncertainty, as the
already limited resettlement services were burdened by sudden swings in national policy
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regarding refugee admissions and national legal battles. Funding was drastically cut, and
organizations were forced to reorganize. As a result, one participant, Tom, noted that some
people were effectively now working three jobs. And situated within all of this was my quest to
understand refugee perspectives on mental health services.
My data was largely collected prior to the impending funding cut discussed above, so it
cannot speak to the final impact on refugee perspectives of mental health services. However,
these cuts do impact the results of this research. If the current trend of reduced funding for
refugee services continues, it will cause great difficulty with implementing recommendations
resulting from the data. Any recommendations need to be flexible enough to adapt a sparse and
ever-changing funding environment. Finally, the current speed of change in refugee resettlement
in Florida, and the United States as a whole, means that by default some of the findings represent
a bygone era. However, I believe the insight shared with me by those 44 individuals who saw
value in this work will still speak volumes about the nature of refugee resettlement, the way that
it interacts with mental health services for local refugees, and refugees related perspectives on
mental health services. It is my hope that the results of this study positively affect future change
in refugee resettlement in the United States.
Organization of the Dissertation
In Chapter 1, I explain how this research on refugee perceptions of mental health services
are structurally situated. This is done by exploring how these perspectives are embedded in their
lived experience of the refugee resettlement system. This research is set in a major metropolitan
area of Florida, which I call “Florida Metropolis,” a major refugee resettlement hub. Refugee
perspectives of mental health services is an important issue because prevalence of mental illness
among refugees is high, many refuse mental health services, and resettlement workers have
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difficulty successfully facilitating these services due to many barriers. However, discussion of
how refugee mental health/mental health services are structurally situated is limited. Recent
funding cuts that have been heaved upon the resettlement system pose potential additional
difficulty, as they have affected agencies’ ability to staff themselves. In light of this, it is
especially important that recommendations are flexible enough to adapt to a sparse funding
environment.
In Chapter 2, an overview of the process of refugee resettlement to the U.S. is presented.
Many refugees spend their lives in camps while they await a decision on their migration status.
Life in the camps is hard and is heavily policed by many parties, including the host government,
the United Nations High Commissioner for Refugees (UNHCR), as well as the national police
and local community of the country in which the camp is situated. Since life there is meant to be
temporary, it is about survival; many spend decades experiencing this “bare-bones” existence.
The UNHCR only allots three migration options for refugees, and less than one percent are
accepted into the third and final option: resettlement. Once a refugee is accepted, they are
enrolled into the U.S. refugee resettlement system which provides three-months of full assistance
with their transition to life in the U.S. However, only some are eligible for extended assistance
programs. This is when the issue of mental health services became a concern for local
resettlement agencies. The literature shows that refugees face a higher burden of mental
disorders than the general population (Rasmussen et al. 2012; Close et al 2016; Mills et al.
2005), however, they are also often hesitant to accept help for these mental health concerns. As a
result, refugee-serving professionals struggle to link those in need to help. This difficulty is
compounded by funding limitations.
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In Chapter 3, I describe the ethnographic research, which included participant
observation and qualitative in-depth interviews with 43 individuals (23 non-Congolese refugeeserving professionals and 20 refugees from the Democratic Republic of Congo). Interviews
largely consisted of open-ended in-depth questions, but also included demographic questions and
a vignette. Since the literature shows that stigma is an issue in many communities, it was
important to broach the concept of mental health and mental health services as delicately as
possible. Based on its success in other research exploring beliefs about mental health and mental
health services among refugees, in interviews with Congolese participants, a vignette was used to
present the concept of a person with a mental health need before delving into questions regarding
mental health services. Participant observation was conducted with both refugee-serving
professionals and Congolese refugees, through volunteer work, attendance at community events,
one-on-one quality time with key informants, and other activities.
In Chapter 4, the relationship between financial security and refugee aspirations for a new
life is presented. Financial insecurity was the most dominant issue in the data examined for the
dissertation study, the issue of most concern for both refugees and refugee-serving professionals.
Refugees experienced frustration and distress because they expected to be able to achieve the
American Dream, to achieve stability as a reward for their hard work, but have found that due to
the limitations of the resettlement system, this is more difficult than they could have ever
imagined. For many Congolese, this means being inserted into the lowest economic class in the
U.S., and as such, experiencing racialized difficulties similar to others in this class along with the
difficulties of migration.
Professionals, on the other hand, observed the financial insecurity of their clients but
were powerless to stop it. They are also concerned about the financial insecurity of the
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resettlement system as a whole. Here it was revealed that financial insecurity seems to be the
major source of distress among Congolese refugees, an issue that should be addressed if there is
concern for mental health in this community. In this dissertation study, it is postulated the term
systemic expectation discord aptly describes the relationship between economic insecurity and
distress among Congolese refugees; specifically, there is a conflict between refugees’
expectations of the American Dream and the harsh reality of economic inequality in the U.S.,
and this conflict causes distress and suffering. Further, this conflict is perpetuated by the nature
of the resettlement system.
In Chapter 5, Congolese perceptions of appropriate mental health services are revealed.
Overall, stigma does not seem to be the major issue for this population. It is not that they are not
willing to receive help or not willing to talk to someone, but that formal services (like seeing a
psychologist) were not as commonly desired as informal services. This informal help was
described with terms like being “near to them”, “rebuilding hope”, and similar terms. Through
my interviews with professionals I also learned that though there were some local mental health
services to which refugees could be referred, none were refugee-specific, which meant that
translation and understanding of the refugee experience were a difficulty for those service
providers.
Finally, it was revealed that, for Congolese, financial insecurity not only caused them to
be unable to work towards their expectations for life in the U.S., but also caused them significant
distress. This related to their perspectives of mental health services in that their need to work
took priority over mental health services of any sort, what many termed counseling.
In Chapter 6, the importance of this work to anthropological theory, behavioral health
practice, and public health policy is discussed. For example, financial insecurity should be taken
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into consideration along with premigration trauma or stress when attempting to understand
refugee motivations for using/not-using mental health services once resettled. For Congolese,
stigma did not seem to be the major issue; rather it was a preference for informal help and
overarching concerns regarding financial insecurity. Finally, the many difficulties faced by local
Congolese refugees revealed a need for future research in many areas, included comparing health
inequalities/disparities among Congolese to that of African Americans of the same socioeconomic status to better understand the role of structural inequality on health and perspectives
of health care.
In Chapter 7, I present many recommendations on how to best address mental health
services for refugees in the future and on what can be done for local Congolese. I recommend
linking informal networks and formal services through the implementation of a peer support
training program. The data reveals that informal support networks should be the front line for
addressing mental health issues for this population, with more formal services made available
through these networks as well. I recommend that community leaders be an integral part of the
process. I also recommend the implementation of a complementary extended orientation program
that will help to address the issue of disparity in expectations in the community. It will also
support refugee mental health by supporting the creation of a broader network of friends and
services in the U.S. I also recommend that a formative evaluation be embedded in the peer
support program, and the program later be adapted to help other local refugee groups in the
Florida Metropolis.
Overall, this research resulted in the creation of the theoretical concept systemic
expectation discord, which can be used to describe how financial insecurity affects refugees’
experience of post-migration distress and how they prioritize mental health services in their lives.
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This financial insecurity was an extension of both the resettlement systems inability to
adequately support their transition to life in the U.S. and systemic economic inequality in the
U.S. Though sweeping economic reform would need to be completed in order to most fully
address the use of mental health services and distress among Congolese refugees, some
improvements can be made by creating flexible and accessible services in collaboration with
Congolese community leaders.
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CHAPTER 2: BACKGROUND & LITERATURE REVIEW
Background: The Structure of Refugee Resettlement
Conflict, Flight, and Encampment
According to the U.S. Department of State, “[a] refugee is someone who has fled from
his or her home country and cannot return because he or she has a well-founded fear of
persecution based on religion, race, nationality, political opinion or membership in a particular
social group” (PRM 2016a). Many live-in camps are provided by international non-governmental
organizations, but many also live in rural, urban, and informal settlements as well as “family
hosts” (Stevens 2016). Those seeking refuge from conflict, war, and/or persecution face a long
and arduous road. Policies on the acceptance of refugees vary by country, and many refugees are
turned away several times before they can find a safe place to settle even for the short term. Even
when they have been allowed entry into to a country and a place to settle temporarily, refugees
still face difficulty meeting basic needs like food and shelter. Additionally, those refugees who
live outside of refugee camps must rely largely on their personal finances, friends, and/or family
connections; for those refugees who tend to be less wealthy or less educated, their situation
becomes even more dire once their financial resources are depleted.
Navigating Life in the Camps
Being allowed entry to the temporary solution of life in a camp is just one step in the long
and arduous process of resettlement, and refugees face many hardships in the camps themselves.
Alcohol abuse, intimate partner violence, suicide, as well as access to safe drinking water and
water-borne diseases are common and relate to structural issues surrounding life in the camp
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(Ezard 2014; Ali, Ali, and Fesselet 2015). The difficulties that refugees face during encampment
can also be much more insidious. The temporariness of encampment can be considered a form of
violence because it isolates those within its boundaries and withholds them from planning their
lives; essentially, it is a major infringement on their agency, which (it has been argued) damages
their “physical and mental health” (Katz 2016, 17).
Nonetheless, refugees are not passive subjects. Navigating life in a refugee camp also has
an inherently political and legal component. In some camps, people compete for economic
resources with the local community, and this becomes an important area of contestation between
refugees and the local people. For instance, in ethnographic research with Rohingya refugees
residing in a Bangladeshi refugee camp, it was found this friction led refugees to consistently use
their limited agency to reach for economic and political opportunities in innovative ways, a few
of such tactics included the emergence of alliances and “power-blocs” among refugees with
shared interests, as well as intermarriage within the local community (Farzana 2016).
Refugees’ lives in the camps are also heavily policed, which includes the policing of their
bodies, their economic activity, and space. This can cause refugees in the camp to become
concerned for their safety and experience mental distress as a result (Tanle 2013). The policing
parties include many stakeholders and agencies, such as refugees themselves, the local
community, national police, the host government, as well as the United Nations High
Commissioner for Refugees (UNHCR) and other humanitarian organizations (Farzana 2016;
Newhouse 2015). Much of this centers on maintaining camp boundaries, with refugees guarding
their residential boundaries for fear of violence and theft by the local population, the local
population attempting to maintain and re-establish dominance over limited financial
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opportunities, and the local police performing shakedowns and extortion of refugees who travel
outside of the camp.
Humanitarian aid for refugees focuses on basic survival, so by nature cannot and does not
meet many needs. Many refugees in the camps engage in various tactics in attempts to meet
other needs, for this reason some become involved in the black market (Newhouse 2015).
Although involvement in local and black-market economies is often viewed as unimportant and
unnecessary by stakeholders, it is actually an important means of regaining normality and
dignity. This can be seen especially via food consumption. While the purpose of relief food is to
keep refugees alive, there is little regard for taste, and relief agencies fail to take into account the
cultural importance of foodways. The fact that refugees seek out and purchase familiar and
culturally important foods, instead of relying solely on relief food, “generate[s] a counternarrative of the refugee as an agent as opposed to a perpetual recipient of global largesse" (Oka
2014, 24).
Research has found that refugees embrace international law and human rights principles,
and as such some see themselves as “a distinctive group of rights holders with a special
relationship to the international community” (Holzer 2013, p. 865). However, humanitarian
agencies view refugees as “the apolitical victim and the improving subject,” who should be in
constant preparation to not be a refugee, and the policing of refugees by stakeholders is grounded
in concepts of what a refugee should be; these expectations have a direct relationship with how
refugees use their limited agency and navigate life in the camp. There are “legitimate” and
“illegitimate” ways of being a refugee in the camps. Because of this disparity between how
humanitarian agencies view refugees and they view themselves, the camp becomes a site of
contestation over the correct way to be and act as a refugee (Feldman 2015).
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Leaving the Camps & Durable Solutions
Leaving the camps is a long and complicated process and many refugees can spend
decades in a camp before a final decision is made about their resettlement. Camps are short-term
solutions to displacement, meant to address only the basic needs of refugees, however, many
refugees spend decades in the camps (Freiberger 2010). The UNHCR 12 provides overarching
guidelines that structure the refugee migration process across the globe, and has outlined only
three durable solutions for refugees: 1) repatriation (going back to their home country); 2)
integration into the local community of the country of asylum (often the country in which the
camp is set); and 3) resettlement into a third country. Resettlement in a third country is
considered a last resort and less than one percent of refugees are resettled (UNHCR 2019b)
despite the fact that for many it is the only reasonable solution (Eby 2011). The resettlement
application process is long and heavily influenced by the application requirements of individual
countries.
The Role of Key Stakeholders in the Resettlement Process
There are multiple key stakeholders in the refugee migration process. These include
nation-states, the UNHCR, NGOs, and refugee resettlement organizations. In the Middle East,
there is also the United Nations Relief and Works Agency for Palestinian Refugees in the Near
East (UNRWA) (Stevens 2016). These stakeholders each face their own set of financial,
logistical, and political constraints. Each may wield a significant amount of power over a
refugee’s life, and each uses their own set of tactics to navigate these issues. Financial

Created in 1950 as a response to World War II, The United Nations High Commissioner for Refugees (UNHCR)
originally sought to help European refugees. Since then UNHCR has grown to over 16,803 staff in 134 countries,
and have helped over 50 million refugees (UNHCR 2019c)
12
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constraints alone are a major issue, as they struggle to assist thousands with a continuously
shrinking pot of money (Oka 2014).
Though stakeholders’ intent is to help vulnerable populations find relief, scholars have
highlighted issues of power. For instance, who is allowed the designation of “legitimate” and
“refugee”? Since the UNHCR participates in forming the definitions of who is a refugee and who
is a migrant, and in forming the policies to control each category of population, it has been
argued that the UNHCR is involved in an inherently political process, and as such are not as
‘humanitarian’ as they may appear (Scheel & Ratfisch 2014). They directly determine whose
migration is deemed legitimate or illegitimate via their refugee status determination (RSD) 13
procedures, and these designations have direct implications on the rights that an individual is
afforded or denied by other key stakeholders (Scheel & Ratfisch 2014).
This critique is important as it provides insight on the role of the UNHCR in how those
seeking asylum/refuge are treated and processed. They are a key player in defining legitimacy,
and only those who succeed in gaining legitimacy are afforded a chance to make it to the United
States (or another country).
Stakeholders’ role in controlling refugee migration can also be observed earlier than the
point of mass migration. It has been found that nations actually become involved in conflicts
well before they experience large refugee inflows, and their early action is a key effort to prevent
these inflows in the first place. Nations across a diverse range of economic strength and political
leanings often tried to stabilize conflicts in other nations if they believe the ongoing conflicts
might result in a large number of refugees into their country; these stabilization attempts often

“Refugee status determination (RSD) procedures: Legal and administrative procedures undertaken by States
and/or UNHCR to determine whether an individual is considered a refugee in accordance with national and
international law.” (UNHCR 2011)

13

24

appeared in the form of troops offered up to United Nations peacekeeping missions (Uzonyi
2015).
The U.S. Refugee Resettlement Process
Key Stakeholders
Refugee resettlement in the United States is facilitated by a partnership between government and
private agencies. Many private resettlement agencies are actually spearheaded by religious
organizations, and these organizations held an important place in U.S. refugee resettlement since
the end of World War II, before even the 1951 UN Refugee Convention and the U.S. ratification
of the 1967 UN Protocol Relating to the Status of Refugees. These agencies have not only been
active in the work of resettlement but have also initiated policy changes.
From the perspective of some of these agencies, it was this push that eventually resulted
in the Refugee Act of 1980 which shifted the focus of refugee admissions to that based on
humanitarian need. In the early days of their work, these agencies, such as the Church World
Service, bore all of the cost for refugee resettlement and relied on social networks and smaller
member organizations to obtain sponsors and link refugees to local public services (Eby et al.
2011).
Refugee resettlement in the United States centers on getting refugees to a point of selfsufficiency, more specifically, economic self-sufficiency without government aid. However, it
has been argued that prioritizing employment diminishes support for programs that help refugees
integrate into the community (e.g. language and cultural integration programs) (Brown and
Scribner 2014).
Government agencies involved in the United States Refugee Admissions Program
(USRAP) include the Bureau of Population, Refugees and Migration (PRM) of the U.S.
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Department of State, the U.S. Citizenship and Immigration Services (USCIS) of the U.S.
Department of Homeland Security, and the Office of Refugee Resettlement (ORR) of the U.S.
Department of Health and Human Services (U.S. DOS, 2016b). Other organizations involved in
USRAP include: “[f]ive international or non-governmental organizations operating Resettlement
Support Centers [RSCs] around the world under the supervision and funding of the Bureau of
Population, Refugees and Migration (PRM) of the U.S. Department of State”, “[n]ine domestic
non-governmental organizations with a total of about 350 affiliated offices across the United
States”, and “[t]housands of private citizens who volunteer their time and skills to help refugees
resettle in the United States“ (PRM 2016b).
The Application Process
Receiving approval to migrate to the United States is a long process, and as of 2016, “the
average time from the initial UNHCR referral to arrival as a refugee in the United States is about
18-24 months” (PRM 2016b). With the recent budget cuts and reduction in refugee admissions
caps, it is possible this process is taking much longer. Refugees must first “register with the
United Nations High Commission for Refugees (UNHCR), U.S. Embassy, or a designated
NGO”. Those who pass initial screening are then referred to the U.S. Refugee Admissions
Program, are interviewed by a U.S. Citizenship and Immigration Services (USCIS) officer, and
“then referred to a VOLAG (voluntary organization) that represents ORR, often for the particular
geographical area of origin” (Forrest & Brown 2014, 15). Once refugees have passed these steps
they are eligible for resettlement in the U.S. However, where they are resettled in the U.S. is
dependent upon the financial means and available resources of the VOLAG, who they must
regularly petition for limited funds from the Office of Refugee Resettlement via grant
applications (Brown and Scribner 2014, 111).
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Step 1: Gain Refugee Status
Gaining refugee status and obtaining residence in a safe third country involves interaction
with several international, national, and local agencies as well as many non-governmental
agencies. The first step is to gain status as a refugee. Most refugees must first register with the
UNHCR in the country to which they have fled, who will then determine whether they meet the
requirements for refugee status. If refugee status has been achieved, the UNHCR determines the
best long-term and sustainable, a.k.a. “durable”, solution for every refugee, as described above.
In order to eventually gain entry into the United States, the UNHCR, an NGO, or the U.S.
Embassy must first determine that resettlement is the only feasible durable solution for them.
Their case will then be reviewed and processed by the local Resettlement Support Center (RSC)
of the county or region in which the refugee is located (Eby et al. 2011). Resettlement may be
chosen as the durable solution if “remaining in the country of first asylum is not viable because
of local resistance and/or a lack of economic capacity” (Brown & Scribner 2014).
Step 2: Application
Resettlement Support Centers (RSC) are run by NGOs or the International Organization
for Migration (IOM) and guide the refugee through the resettlement application process. The
security screening process is completed by the Department of State, the Department of
Homeland Security, and other U.S. Government security agencies. The case is then reviewed by
the RSC, PRM (U.S. Bureau of Population, Refugees and Migration in the Department of State),
and the U.S. Citizenship and Immigration Services (USCIS) of the U.S. Department of
Homeland Security to determine “whether they meet the requirements of the admissions
programme in the Refugee Act of 1980.” (Eby et al. 2011, 591). The RSC gathers personal and
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biographic information from the refugee application in preparation for the refugee to complete
the extensive security screening and interview process (PRM 2019a).
USCIS reviews the application submitted by the RSC, and refugee applicants are required
to complete an in-person interview before a final decision is made on their application. All
USCIS-approved refugees will also undergo a health screening to identify medical needs and to
ensure that those with a contagious disease, such as tuberculosis, do not enter the United States.\
Finally, the RSC requests sponsorship assurance from a U.S. based resettlement agency
that is experienced in providing assistance to newly arrived refugees; “[o]nce a case is approved
for entry to the U.S., it is referred to an allocations committee, on which all resettlement agencies
sit, and cases are distributed amongst them according to capacity, particular needs of the refugee,
and geographic location.” (Eby et al. 2011, 591). The Department of State Reception and
Placement (R&P) Program uses nine national resettlement agencies who then subcontract this
work to their “affiliated networks of local providers”, also known as refugee resettlement
organizations, and decides which organization will receive refugees and how many (PRM 2019b;
Darrow 2015, 92). In federal fiscal year 2018, these nine agencies were: 1) Church World
Service; 2) Episcopal Migration Ministries; 3) Ethiopian Community Development Council; 4)
Hebrew Immigrant Aid Society; 5) International Rescue Committee; 6) Lutheran Immigration
and Refugee Service; 7) United States Conference of Catholic Bishops; 8) U.S. Committee for
Refugees and Immigrants; 9) and World Relief (RPC 2019). Darrow (2015) logged the affiliate
agencies who are responsible for providing refugee services at 350, but there may be fewer today
due to the recent funding cuts (Darrow 2015).
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Step 3: Arrival
Refugees then travel to the United States by plane where they are picked up by the
assigned resettlement agency. The resettlement agency is responsible for “providing case
management services, and administering the [Department of State’s] Reception and Placement
Grant, which is used to provide housing and other immediate necessities for up to three months
following arrival” (Eby et al. 2011, 592). The refugee Reception and Placement Program allots
$925-$1,125 of assistance per person, with eligibility for other programs depending on the
situation. The agencies receive $1,050 for administration of each case (Bruno 2017). The
Reception and Placement Program is “a cooperative public-private program made up of a
number of participants” mandated by Congress and provided to refugees approved by USCIS to
receive assistance. “Though Congress mandated the program, it is local communities that have
ensured the success of the resettlement program by welcoming and helping refugees from around
the world” (PRM 2016b).
State and local government are also important actors in refugee resettlement. For
instance, the Refugee Services program of the Florida Department of Children and Families is
funded by the U.S. Department of Health and Human Services through the Office of Refugee
Resettlement (ORR) (FDCF 2014).
Newly arrived refugees are enrolled in Medicaid, and those who do not qualify are
provided with Refugee Medical Assistance by the Office of Refugee Resettlement (ORR)
typically for a period of eight months (McNeely and Morland 2016). They are also provided with
a variety of services and resources from cash assistance (up to 8 months) to lodging, and are
linked to programs with local community organizations. Interactions with these community
organizations is about more than provision of resources. According to anthropologist Jennifer
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Erickson’s research on such a community program, by teaching refugees how to speak and
behave in American society the program serves “the state by molding refugees into ‘proper’
worker citizens” (Erickson 168, 2012). Erikson also notes though organizations are required to
provide refugees with cultural orientation, cross-cultural and diversity training for volunteers
who work with refugees in these settings is limited and volunteer accountability minimal.

Step 1: Gain Refugee
Status
•Register with UNHCR
•UNHCR, an NGO, or the US
Embassy decides
resettlement only feasible
durable solution

Step 2: Application
•Local Resettlement Support
Center (RSC) prepares
application on behalf of
refugee
•Submit to security screening
by U.S. Department of State
and Department of
Homeland Security
•Case reviewed by RSC,
PRM, and USCIS
•Complete in-person
interview with USCIS and,
upon approval, submit to
health screening
•RSC confirms sponsorship
with U.S.-based resettlement
agency
•Case forwarded to
allocations committee, and
place of location in U.S.
determined
•Resettlement approved, and
undergo pre-travel Cultural
Orientation

Figure 6. Pathway to Resettlement in the United States 14
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U.S. DOS 2016b; Eby et al. 2011
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Step 3: Arrival
•Resettlement agency picks
up refugee at airport
•Resettlement agency
provides case management
(finding a place to live,
linking to social services like
food stamps, conducts initial
health screening, linking to
other community and/or faith
organizations, etc.)

The Congolese Experience
The Democratic Republic of Congo (DRC), formerly Zaire, is a large central African
country rich in natural resources, including cobalt, gold, diamonds, copper, and zinc (BBC News
2012). With over 200 ethnic groups, the majority of Congolese are Bantu, and most are Christian
(CIA 2019). As a nation, under its current and former names, the DRC has faced many years of
violent conflict. It was established as a Belgian colony and under King Leopold’s autocracy and
Congolese have experienced countless brutalities, including enslavement, in the name of ivory
and rubber; post-Leopoldian colonization was an era of Belgian paternalism and withholding of
political rights (Meditz & Merrill 1994). After gaining independence in the 1960s, DRC
experienced a series of coups and ethnic conflict including the more recent First (1996) and
Second (1998) Congo Wars (COR 2014; CDC 2019). The First Congo War was the result of
conflict in Rwanda. In 1994, when the Hutus were overthrown in Rwanda, many fled from the
new Tutsi regime to DRC, and then allied themselves with the current ruler Joseph Mobutu
(BBC News 2012). This led to an attack on the ethnic Tutus living in DRC, and the Rwandan
and Ugandan government begin to back rival militias (BBC News 2012). North and South Kivu
have been most affected by the most recent conflicts, and “the majority ethnic groups are the
‘indigenous’ Nande (North Kivu), Bashi and Barega (South Kivu), with substantial minority
populations made up of other ‘indigenes’…and many speakers of Kinyarwanda, the language of
Rwanda.” (U.S. Department of Justice 2015). Due to continued violence by over 100 armed
groups, the United Nations continues to operate a peacekeeping mission there today (CIA 2019).
The economy of the DRC has been greatly affected by corruption and this intermittent conflict;
poverty remains a major issue and life expectancy is about 58 years (CIA 2019).
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The extended conflict in the DRC has caused a large portion of its population to be
displaced, to, from, and within the nation; those who arrive to the United States are primarily
from eastern DRC (COR 2014). Current refugees are largely from the eastern DRC provinces of
North and South Kivu (CDC 2016, COR 2016). Refugees from this region will largely be of the
Banyamulenge, Hutu, Tutsi, Bembe, and Bashi ethnic groups (CDC 2016, COR 2016).
Congolese refugees can spend more than a decade living in refugee camps, where there is
often sexual and gender-based violence, a type of violence which was used as a weapon of war in
the conflicts from which they fled (CDC 2016). Mental health services are limited in the camps,
and there can be as few as one psychological nurse per 16,000 refugees (CDC 2016), so many do
not receive treatment for the psychological and emotional results of conflict and displacement.
Assessments have shown that PTSD and major depressive disorder (MDD) are conditions of
concern for those living in eastern DRC, and that post-resettlement conditions include
depression, anxiety disorder, substance abuse, and domestic violence (CDC 2016).
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Few newly arrived Congolese refugees will exhibit clear symptoms of mental illness (COR
2014), however, high rates of mental illness have been recorded with this population. For instance,
a cross-sectional survey of adults in eastern DRC found that 42% met PTSD symptom criteria and
27% met depression criteria (Pham et al. 2010). Another study conducted in eastern DRC recorded
slightly different, though equally concerning, rates; this study found that 50% of adults met PTSD
criteria and 41% met major depressive disorder (MDD) criteria (CDC 2016).
Healthcare in the DRC
Decades of conflict and mass atrocities in the DRC has crippled its healthcare, legal, and
social services system (Pham et al. 2010). As a result, many health issues go untreated, and many
have perished from preventable and treatable diseases (WFP 2016). Health services are limited,
and even if a health center is located nearby, it is expensive and treatment often only rendered after
payment in cash (CDC 2016). As a result, biomedicine is not often used, though it is generally
well-received (CDC 2016). Instead, Congolese use a combination of biomedicine and traditional
therapies, which may include the use of spiritual healers (CDC 2016). “Churches and faith-based
institutions are prevalent and integral to DRC’s healthcare service provision… with 70% of all
health services provided through churches.” (NPCT 2016).
The ongoing conflict has resulted in over 1.6 million displaced Congolese (IRC 2016), over
400,000 since 2013 (CDC 2016). The uncertainty and violence of the conflict poses many physical
and mental health concerns for Congolese refugees, most of whom have been exposed to or
personally experienced “murder, mutilation, rape, forced displacement, pillage, destruction of
property, [and]…rights violations” (WFP 2016). Yet treatment for the physical and mental
repercussions of these experiences is not consistently available. Access to healthcare for displaced
persons living in refugee camps are limited, and vary from camp to camp (CDC 2016). Services
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may include laboratory services, HIV/AIDS counseling, reproductive health services, emergency
medical services, and mental health services, among others. Mental health services are limited both
in the DRC and in the camps, and there can be as few as one psychological nurse per 16,000
refugees in a camp (CDC 2016).
The psychosocial consequences of these experiences are great, and “depression, anxiety
disorder, substance abuse, and domestic violence” are major post-resettlement mental health
concerns (CDC 2016). Research has shown that PTSD and suicide are high, and it is estimated
that about 3.25 million adults living in the DRC meet criteria for PTSD (CDC 2016). The
repercussions of sexual and gender-based violence are also a major concern that women and girls
face in the camp environment (IRC 2014). It is estimated that about 40% of women and 24% of
men have experienced sexual violence in the eastern DRC, and that over 1,150 women a day are
raped (IRC 2014, CDC 2016). The psychosocial consequences of rape are then compounded by
the fact that both rape and mental illness are highly stigmatized in the DRC (CDC 2016); for
example, in Eastern DRC women who experience sexual violence also face potential family
rejection, including abandonment by their husbands and communities (Kohli et al. 2014)
Beliefs and Customs
Biomedicine is considered effective and is generally utilized in the DRC when it is
available (COR 2014). Traditional medicine and healers are used alongside biomedicine (COR
2014), and while there are some illnesses in which biomedicine is considered most effective,
traditional medicine is preferred for others (Ventevogel 2013). Current knowledge indicates that
mental illness is highly stigmatized (CDC 2016), and there is little understanding of ICD/DSM
oriented concepts of mental illness and treatment (COR 2014), and Congolese approaches to
mental disorders include concepts of moving forward and not dwelling on the past (COR 2014).
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Though newly arrived Congolese refugees may be initially hesitant to discuss mental illness, and
may not show obvious signs, mental illness has been identified by the CDC as priority condition
for this population (COR 2014, CDC 2016).
An important cross-cultural consideration is that some culturally-defined mental illness
syndromes in the DRC are not thought of as medical (Ventevogel et al. 2013). Local ideas of
appropriate treatment vary by syndrome, and it is not necessarily believed that biomedical
treatment is needed since the appropriate treatment of the illnesses is related to their perceived
cause. For instance, Ventevogel et al. (2013) explain that of the two syndromes revealed by their
participants, erisire and alluhire, neither was perceived as requiring biomedical or psychological
professional intervention; though it was believed that erisire could be treated by Western medicine,
this was not considered an effective treatment if the illness was believed to be caused by sorcery
or spirits, in which case a traditional healer would be more effective. Comparatively, alluhire was
perceived as being caused by circumstances, like poverty, rape, or death of a loved one, so social
support and assistance was perceived as the only effective way of helping someone with this illness
(Ventevogel et al. 2016).
Overall, Congolese are more likely to deal with mental health issues in their communities
or with family and friends, or through prayer and church. A study with Congolese and Somali
refugees in the U.S. revealed that for these populations “[m]ental health concerns…are identified
only in very extreme situations, in which people are engaging in erratic or noticeable behaviors
such as “removing their clothing”” (Piwowarczyk et al. 2014). Further, the stigma of mental illness
was so strong that participants stated that “you are a bad person or ‘crazy” if one has a mental
illness (Piwowarczyk et al. 2014). Similar to Ventevogel et als’ (2016) findings, this study also
found that cause of mental illness were perceived as either circumstantial (“stress, adaptation,
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coming from different areas”) or spiritual (“witchcraft or a bad spirit) (Piwowarczyk et al. 2014).
Also, research with Burundian (n=5), Congolese (n=3), and Iraqi (n=10) refugees living in the
U.S. revealed that agency and talking about ones problems with others were dominant themes in
Burundi/Congolese interviews in particular. Nevertheless, they found that there was much overlap
across all groups on what was considered important aspects of healing (Hess et al. 2019), with
work and productivity being central to mental health and well-being.
Congolese in Florida Metropolis
Congolese face additional barriers upon arriving to the United States, including food
insecurity (McElrone et al. 2019; Holbrook 2019), bullying of school-age children, sexual
harassment, and accessing language learning programs (Holbrook et al. 2019). The confluence of
resettlement budget cuts as well as pre- and post-migration difficulties complicate Congolese
lives. Further, conceptualizations of Congolese as a monolithic group complicate resettlement
assistance efforts. For example, a lack of community cohesion among Congolese in the U.S. is
often a barrier; the DRC is a multi-ethnic and multi-lingual nation with a history of inter-ethnic
conflict and recent mass militarization of ethnic identity during the Congo wars (Baer et al.
2019). Pre-migration class, regional background, and education level pose additional difficulties
for community cohesion (Baer et al. 2019). Resettlement provider expectations that Congolese
should be doing as well as other refugees, who don’t happen to have the same set of
circumstances, is also an issue; especially since they also largely fail to recognize the racial
tensions resulting from their assumption that resettling Congolese into African-American
communities means that they will become members of the local community (Baer et al. 2019).
Scholars in anthropology and public health work are working diligently to address the abundance
of difficulties Congolese refugees face. For example, recent local research has included a healthy
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eating intervention implemented in English as a Second Language (ESL) classes, found to be an
effective means of distributing information on accessing food assistance benefits (Holbrook
2019).
Literature Review
The mental health burden for resettled refugees is great, with Post-Traumatic Stress
Disorder (PTSD), depression, and anxiety being significant mental health concerns. However,
there is great difficulty in providing mental health services to refugees, with scholars and those in
refugee serving organizations struggling to understand why refugees in need often do not accept
these services. The literature describes several issues that can affect this phenomenon. The
literature describes potential causes in terms of lack of resources (transportation and jobs), social
concerns (family conflict and lost connections with family back home), cross-cultural issues
(stigma and lack of cross-cultural applicability of mental illness diagnoses), how the process of
applying for asylum can affect refugees’ narratives of distress, as well as how failure to utilize
trauma narratives can affect refugees access to other services (El-Shaarawi 2015; Dossa 2002;
Hinton et al. 2015; Ito 1999; Patil et al. 2010; Fassin and Rechtman 2009). Further, research has
also found the experience of being a refugee intersects with local structures of refugee
resettlement, social work, and state agencies to limit the utility of mental health services.
This dissertation study drew from primarily anthropological analyses to explore the
diverse subjective experiences of local refugees, the challenges posed by the structure of refugee
resettlement, and how their lived experiences relate to their approaches to and use of mental
health services or emotional support offered to them.
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Dominant Thematic Areas
Refugee studies is an interdisciplinary field aimed at applying diverse theory and
methods to better understand the refugee experience and improve the lives of refugees
worldwide. Refugee Studies stems from several disciplines, including anthropology, sociology,
law, demography, geography, history, economics, and psychology. During its beginnings from
the 1920s to the 1980s, scholars focused their work on several questions, four of which continue
to be highly relevant today: “(1) Which refugees should be studied? (2) Who is a refugee? (3)
What causes refugee movements? (4) What are the best solutions to refugee problems” (Skran &
Daughtry 2007).
According to Skran & Daughtry (2007), Refugee Studies arose out of concern for the
refugee movements resulting from World War I; later it expanded from those of European origin
to include those from the other regions of the world, and was influenced by subsequent global
conflicts and dominant political perspectives on those conflicts. For example, immigration
policies concerning Jewish refugees fleeing Germany were not critically and substantially
analyzed until the 1960s, and the 1960s and 1970s saw increased attention to forced migration
resulting from decolonization and post-colonial conflicts.
In regard to the second major question still relevant today “Who is a refugee?”, this was
debated during the 1920s through the 1980s, with some preferring to focus on the specific
implications of this legal status and others focusing on the similarities between refugees and
other migrants. This differentiation continues to exist across the scholarly literature, though it is
not often directly addressed. Nevertheless, it is often apparent those who wish to perform an
analysis/discussion that is inclusive of many migration experiences use the term forced migration
instead of only refugee. Another debate, recorded as early as the 1930s, is that of the difference

38

between economic and political refugees, with some arguing that all refugees are in effect
political refugees, and others arguing the forced nature of the refugee experience warrants a
differentiation between refugee and migrant. This schism also continues to exist today and those
who are not able to qualify for and be legitimized by the designation of refugee exist under the
status of “undocumented” and struggle under the oppressions that come along with being
undocumented. In the 1930s, causes of refugee movements were attributed to tyranny,
nationalism, racialization, and ostricization of ‘out-groups’. Later, this was expanded to include
the abuse of human rights, as well as civil and political rights.
As for the final topical question (“What are the best solutions for refugees?”), the three
durable solutions currently used by the UNHCR (repatriation, local integration, and resettlement)
appeared as early as the 1970s. However, earlier works provide other possible alternatives,
especially prevention, as achieved by advocating for the rights of ethnic and religious minorities
and intervening when necessary.
According to anthropologist Liisa Malkki (1995), the modern refugee, post–WWI, was
initially consigned to refugee camps, places where refugees could be controlled, ordered,
processed, and generally managed. The rapid influx of refugees during the rapid colonization of
the 1960s and 70s was perceived as a third world problem, but was actually the product of a
shared relevant history. During this period, identity, memory, diaspora, citizenship, human
rights, development discourse and many other topics lacked sufficient consideration. Attention to
anthropological theory on refugee populations, the false de-politicization of refugees, the refugee
camp as an apparatus of control, as identity and the diverse experiences of refugees are still
needed.
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Theoretical Perspectives
Dominant thematic areas in refugee studies literature include the physical management of
refugees in place and space (Agier 2002; Jansen 2016; Turner 2016; Peteet 2016; ware-housing,
city-camps, etc.), delineating refugees vs. migrants (Malkki 1996; Holmes & Castaneda 2016),
conflict between refugees and locals (Belloni 2016; Farzana 2016; Newhouse 2015; Tanle 2013),
smuggling (Papadopoulos 2004), and practice-oriented issues in assisting refugees (Browne et al.
2016; Clevenger et al. 2014).
Anthropological contributions appear across the many different thematic of refugee
studies (Agier 2002; Holmes & Castaneda 2016; Jansen 2016; Malkki 1995; Peteet 2016). For
example, anthropologist Agier (2002) discusses time and space by analyzing refugee camps as
‘city-camps’ as places which are constructed to protect refugees yet actually function as longterm maintainers of liminality; these places where sorts of informal economies and forms of
urbanity may take place, but actual independence and a sense of permanence and control cannot
be gained.
Other anthropological contributions include analyses of “how host populations are
affected by the arrival of a large number of refugees or other displaced people" (Colson 2003: 2).
Theoretical discussions of refugee migration have expanded to include rights in refugee issues
(Arendt; Wanjiku Kihato & Landau 2016; Nancheva 2016), biopower (Scott-Smith 2015),
identity (Eghdamian 2016; Siziba 2016; Svenberg et al. 2009), agency (Dein & Illaiee 2013;
Siziba 2016), political issues in the acceptance of refugees (Steen 2016; Hinger et al. 2016), the
function of state agencies in re-making refugees as citizens (Ong 2003), and the category of
"refugee" as a way of identifying the ill/legitimacy of migrants as well as potentially
economically dependent newcomers (Yarris & Castaneda 2015).
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One of many anthropological contributions to the field includes Svenberg et al.’s 2009
research with Somali refugees in Sweden, in which they found that Somali refugees struggle to
maintain connections to identity as well as struggle with feelings of being uprooted and separated
from their homeland. Additionally, Turner’s 2016 work pushes back against prior works that
claim that camp-life results in an Agambian bare-life for refugees, one in which refugees are
only given enough to survive, and prevented from acting in agentic ways. Turner instead argues
that life does continue in the camps, but the politicized space it operates in differs from that
outside of it.
Anthropological work in refugee studies also center on cross-cultural differences in
concepts of mental illness (Baer 1996; Becker & Kleinman 2013; Good 2002; Good 1996;
Hinton & Good 2016; Klienman 2016; Kleinman 1987), the dominance of biomedical mental
health categories (Simich & Anderman 2014; Eisenbruch 1991; Gronseth 2001; Sargent &
Larchanch 2011; Van Dongen 2005), as well as how poorly concepts of trauma and PTSD apply
across refugee populations (Lewis 2013; Eisenbruch 1991; Watters 2001).
In public health and epidemiology, these areas largely center on health and mental health
interventions, screening tools, and rates of refugee illness/mental illness. Other anthropological
contributions include emic concepts of health and healing, explanatory models of mental illness,
concepts of culture and culture-change, as well as categories of trauma and PTSD being heavily
applied to refugee populations.
Culture, Lived Experience, and Treatment of Mental Illness
Culture, Asylum Seeking, & the Apparatus of Refugee Resettlement
Culture is clearly a factor in why mental health programs targeted at refugees may not
work. However, the essentialization of refugee concepts of mental illness is dangerous and not
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limited to the clinical encounter but begins in the asylum-seeking process. The scholarly
literature offers insight into how Western mental health diagnoses, functionally used to
conveniently legitimize/delegitimize individuals as refugees, force those seeking asylum to alter
their trauma discourse (Fassin & d’Halluin 2007; Salis Gross 2004).
For example, multi-sited ethnographic research found that Swiss authorities and health
providers use the concept of trauma to identify those they perceive as worthy of services, which
fed into essentializing notions of somatization, trauma diagnosis, and xenophobic ideas of
refugees as deceptive users of resources (Salis Gross 2004). Other anthropologists have also
argued for a push past this essentialization and ‘othering’, and the medicalization of war trauma
(Gronseth 2001; Sargent & Larchanche 2011; Van Dongen 2005; Brogden 2015).
Didier Fassin (2013) describes how refugees were initially welcomed across the U.S. and
Europe in the 1960s and 70s, but this welcoming approach shifted once larger numbers of
refugees began to enter. Perceptions of some refugees as “economic refugees” bred hostility and
changing definitions of who was truly a refugee and who wasn’t. In response, definitions of
refugee became even more stringent, and as the definitions of refugee narrowed, a situation was
created in which those who happen to not fit these newly formed rules are suddenly deemed
illegitimate and/or inauthentic. Fassin & d’Halluin (2007) found that over the last 20 years in
France, proof of trauma and PTSD has been used to legitimize the refugee experience and has
grown to be a significant factor in whether a refugee is granted asylum and is used as a means to
limit migration, a practice common in Western countries. Yet another project using participant
observation and analysis of over 200 asylum certificates revealed “the [French] government
administration’s ethos regarding asylum is dominated by suspicion,” one which results in policy
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that compels medical experts to validate/invalidate asylum seekers’ trauma narratives (Fassin &
d’Halluin 2005: 606).
Similar revelations have been made in the literature on anthropologists’ work as expert
witnesses in the asylum courts, as they show the different ways in which lawmakers define truth
and fact, and the ethical dilemmas these places on anthropologists (Good 2007). This scholarship
reveals a type of coercion inflicted upon refugees by asylum courts, and international agencies
are possibly complicit via the ways in which refugee mental health is assessed during the
resettlement application process; this is a coercion which may affect the way refugees interact
with case managers and mental health services post-resettlement. Refugees must prove
themselves by having their trauma validated by a medical professional. In order for these
narratives to be legitimized, they must conform to trauma narratives, and only some are allowed
to apply for this legitimacy (Fassin and Rechtman 2009). It is legitimacy upon legitimacy, as the
conflict and oppression they have faced must first be legitimized on the world stage if they are to
be allowed to apply for asylum over being considered an undocumented migrant.
It is for this reason the term refugee in itself is “meaning-laden” and emphatically
political (Castañeda 2010: 8). Applicants must prove they are deserving of aid and refuge, and
deservingness is not only marked by how the reason for flight is categorized, but also marked by
“class, race, and nationality” (Holmes & Castañeda 2016, 18). Upon arrival to the United States,
their deservingness as a refugee is structured by the limited funding allotted to refugee services
and the limited 90-day full service resettlement period. Critical race theory offers a framework
for how their minority status of refugee and the structural limitations of funding affects lives and
health post-resettlement. Finally, research has also found that the experience of being a refugee
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intersects with local structures of refugee resettlement, social work, and state agencies to limit
the utility of mental health services for refugees (Ong 2003).
While these issues have been critically analyzed in the literature regarding refugees and
asylees to Europe, the role of the resettlement process in shaping the way refugees talk about
mental illness has not yet been analyzed in the United States. Clearly, anthropological analyses
of refugee mental illness must also pay attention to how refugees are being potentially pressured
to frame their experiences in terms of trauma, how this might affect the results of mental health
assessments and the types of services they are offered, as well as whether they accept these
services. Despite the influence this system of power plays on pre-resettlement trauma narratives,
it does not seem to translate to use of mental health services post-resettlement; this is the point of
departure this dissertation addresses. Further, if refugees are not utilizing the mental health
programs provided by local organizations, what alternative ways are they addressing the
psychological repercussions they may be experiencing, and what does their narrative of distress
look like in this context?
Culture and Culture Change
Many refugees in the United States have spent decades, and some their entire lives, in
refugee camps; yet, we tend to discuss their concepts of mental illness post-resettlement as if
cultural concepts were carried wholesale from their home-country, through decades in refugee
camps, and into resettlement in a third country completely unaffected. As Angrosino argued
(1999), instead of strictly adhering to cultural practices, most people will negotiate, reassess, and
then act according to this reassessment when they face new issues or unfamiliar environments.
Though culture plays a role in the way we act and perceive the world, it cannot be
divorced from the larger institutional/structural, economic, and social issues that influence it.
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Bounded definitions of culture, which allow the assumption of an unchanging refugee culture
throughout decades in camps and a protracted asylum and resettlement process, cloud our
understandings of how different refugee groups conceive of mental illness. They are inaccurate
and simplistic explanations of culture and can lead to inaccurate and simplistic expectations of
what type of behavior one might expect to see and what these behaviors mean; such critiques
have been issued on the limited view of culture enlisted by cultural competency programs
(Castañeda 2010).
Moving past this bounded concept of culture can be difficult, though not impossible. The
reality of any policy-relevant research is that it must result in outcomes that are considered
generalizable in the eyes of policy makers. As a result, anthropologists working in this field are
often constrained to limited definitions of culture, i.e., those that can be measured or considered
“objective” and that are more easily tested and measured in ways that policy makers can
understand. In response to these dangers, Angrosino (1999) encourages anthropologists to
remember that culture is actually a generalization, a set of phenomena that we group together and
label as culture, and that it is not monolithic, but changes and shifts over time.
In this dissertation research, reliance on bounded views of culture could result in hasty
assumptions about the role of cross-cultural difference on why refugees reject mental health
services. The murky waters of how to deal with culture in applied anthropology are quite
difficult to navigate. Though it would be easier to succumb to definitions of culture that provide
the hard boundaries that policy makers prefer because it provides testable, generalizable results,
it does not provide the most reliable data. Reliance on such a positivist framework also has
ethical implications, especially if study recommendations are submitted to local stakeholders
who have the capacity to implement them.
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The anthropological evidence suggests the consideration of culture and its role as a
barrier to mental health services for refugees is much more nebulous than merely acknowledging
that dominant notions of trauma in the U.S. are complicit in cross-cultural misunderstandings in
mental health. A consideration of culture must address the complexity of how refugee’s concepts
of mental health and mental health services are affected by the resettlement process. The
difficulty in applying culture as a monolithic phenomena in cross-cultural programs has also
been discussed in the literature on cultural competence. The general concept of cultural
competence often posits that in order for services to be culturally appropriate, they must comply
with a discrete set of cultural facets, however, other literature on cultural competence argues that
programs must be “creative and occasionally idiosyncratic” in order to adapt “them to local
circumstances” because individuals’ beliefs are a balance between cultural norms, context, and
the nature of a specific interaction (Hruschka 2009). Further, it has also been found that the
effectiveness of a culturally adapted program is affected by acculturation (Mendez & Westerberg
2012).
Theoretical Contribution of this Research
This research poses potentially major contributions to the fields of anthropology, public
health, and refugee studies. In order to fully understand the issues affecting success/failure of
mental health programs targeted towards refugees in the United States, we must first situate them
within the larger resettlement system which affects refugee lives. In this research, I ultimately
found the structural constraints affecting refugee perspectives of mental health services include
what I have termed systemic expectation discord, which was inspired by the three scholarly
lenses of “control over destiny,” critical medical anthropology, and critical race theory.
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The Inherent Power of a Resettlement System
The effect of the resettlement system on refugee concepts of mental health was
documented by Fassin & Rechtman in their exploration of the French asylum courts. Fassin &
Rechtman (2009) describe the asylum courts as an “empire of trauma” which serves the needs of
Western countries to control how many refugees enter their territory and ensure that refugees
conform to the ideals of an individual country and what it means to be a good citizen. Failure to
comply results in one of the harshest punishments refugees can face: being denied entry and as a
result forced to continue their residence in resettlement camps or return to their home countries.
Further, the legitimacy of a particular narrative is heavily influenced by political trends
within the resettlement system and its sub-networks. Foucault referred to institutions and
structures responsible for such coercion as an apparatus. This apparatus has control over
refugees’ physical bodies through its ability to decide whether refugees will be allowed asylum,
and in order to be allowed asylum they must adhere to the trauma narratives deemed as
legitimate by the apparatus. The apparatus of asylum courts, resettlement agencies, and postmigration provider organizations undoubtedly affect the way refugees express the distress they
may experience from the horrific and difficult conflicts and oppressions they fled (Fassin &
Rechtman 2009). The conglomeration of power, agencies, and nations involved in refugee
resettlement can be referred to as an apparatus of refugee resettlement. They are not univocal;
they define innumerable points of confrontation, focuses of instability, each for which has its
own risks of conflict, of struggles, and of an at least temporary inversion of the power relations
(Foucault 1979:26-27).
This macro-physics of power that is the apparatus of refugee resettlement can pool its
power to control the types and quantity of refugees they accept into their countries, and by its
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nature controls refugees by determining where refugees are resettled
(country/state/city/neighborhood) and what kind of help they are provided. Refugees continue to
be effected by this apparatus once they are resettled via country-level political agendas that affect
the funding and resources attributed to local resettlement.
Anthropologists have found that biological, psychiatric, and/or traumatic citizenship is
often used to gain access to needed resources or to escape social isolation (Ticktin 2010; Petryna
2010; Rhodes 2010). The term citizenship emphasizes individual rights (Reynolds Whyte et al.
2013) and is used to explain the complexity of integration between individuals, their social
connections, and services or programs. It is used in critical medical anthropology to discuss how
individuals navigate access to services when those services are not made available to all, but only
to those who prove themselves worthy. In order to prove they are deserving of programs and
services, individuals must show they have the socially prescribed attributes of a person perceived
to be a rightful recipient. For example, Adriana Petryna’s (2004) work in post-Chernobyl
Ukraine revealed that for Ukrainians affected by Chernobyl, biological citizenship meant they
had to utilize social connections, and membership in social groups, as a means of navigating the
path to financial assistance and proving they were worthy.
Nevertheless, this dissertation differs in that though refugees must engage with concepts
of trauma in order to be legitimized and gain access to the resettlement process, they are often
not engaging with concepts of trauma by seeking mental health services once resettled in the
U.S., despite higher rates of PTSD than the host population. This suggests though they are
engaging with concepts of trauma in very specific ways and at very specific times, citizenship, as
described above, does not seem to play a role in their use of mental health services postresettlement.
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This project allows for attention to the ways in which refugees experiences with the
apparatus of refugee resettlement, and its transnational and institutional processes, relate to their
perspectives on mental health services post-resettlement. It compares the narratives of refugees
to those of case managers to determine what these different perspectives reveal about the
landscape of refugee resettlement and its engagement with mental health.
Control over Destiny
The link between refugee distress and systemic expectation discord is supported by the
“control over destiny” model, a key concept in social determinants of health literature. “Control
over destiny” refers to the relationship between health and socio-economic inequalities, in that
health outcomes are affected by the degree to which an individual can control their environment,
and/or affected by the amount of control they believe they have (Whitehead et al 2016; Orton et
al. 2019).
The “chronic stressor” of lack of control has a negative effect on mental and physical
health, and can be accompanied by hopelessness, depression, and other forms of emotional
distress (Whitehead et al 2016; Frankenhaeuser 1981; Pennington et al. 2018). This model was
influenced by psychobiological research findings that, among those with demanding jobs, those
with less control experience increased secretion of adrenaline and cortisol, indicating increased
stress, and experience negative health effects (Frankenhaeuser 1981).
Ultimately, lack of control affects those “who live in high demand or chronically
marginalized situations” (Wallerstein 1992). A review of theory on “control over destiny”
revealed that current theories on the model can be grouped by personal (micro), community
(meso), and societal (macro) levels (Whitehead et al 2016). Systemic expectation discord is the
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result of a lack of “control over destiny” at all three levels (Figure 7), and results in feelings of
exclusion from the American Dream.

Societal
Lack of control over resettlement process
Expectation that will regain control over life upon resettlement

Community
Limited local economic opportunity
Limited power to help community members in same situation

Personal
Limited power to exert economic and social change in life
Desire to re-build hope

Figure 7. Systemic Expectation Discord across Levels of Control
Socio-economic inequality was a major cause of distress among Congolese, and also
affected their perspectives of mental health services. Without consideration of this, culturally
tailored attempts at mental health services can easily fail; it does not matter if a program is
culturally tailored if it is not appropriate to the socio-economic limitations of the community.
Further, addressing “control over destiny” can be quite difficult. Even the addition of
choices and options on an administrative level does not solve the complex inequalities that affect
control over destiny (Malbon et al. 2019). For example, provision of a variety of mental health
service options to Congolese would not necessarily address the economic inequalities affecting
their use of those services.
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Critical Medical Anthropology
Critical medical anthropology, developed in the 1970s and ‘80s, brought attention to the
fact that cultural models were quite limited in their consideration of large-scale structural issues
affecting health (Singer 2012; Witeska-Młynarczyk 2015). This does not mean that consideration
of cultural differences is not important; cultural differences do indeed affect perspectives of
mental health, illness, and distress, and in turn, mental health services (Im 2017; PoudelTandukar 2019). However, critical medical anthropology takes note of both cross-cultural
difference and political economy of health while articulating overarching structural disparities
(i.e. social, economic, political) that cause “structurally imposed distress”, also referred to as
“social suffering” (Singer 2012; Witeska-Młynarczyk 2015). It is used to deconstruct systems of
power at global, national, and institutional levels to better understand how these systems favor
certain individuals and groups, as well as the role of this on health; it allows culture to be
situated in the context of broader forces (Horton et al. 2014; Baer et al. 2012).
Previous research with refugees has found that social suffering can be caused by loss of
social networks, opaque asylum procedures, and stigmatizing narratives about refugees (Bjertrup
et al. 2018; Soo Hyun 2003). In this dissertation study, Congolese distress, or “social suffering”,
was a result of political and economic disparities, and also a reason for why they perceived
mental health services as a lower priority than other issues. It is a political issue of limited
funding for resettlement services for newly arrived refugees (discussed in this dissertation as
“Limits of the System”). It is an economic issue; they are resettled into poor neighborhoods with
limited economic opportunities, and it is a social issue because their limited English language
and limited knowledge of American society make it difficult to access the resources and
opportunities that are available. Ultimately, this research found that financial insecurity and
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associated distress were the primary concerns of local Congolese, and dominated their discussion
of mental health and mental health services.
Critical Race Theory
Critical race theory (CRT) was another useful framework in this research. Like critical
medical anthropology and approaches that emphasize control over destiny, CRT shines a light on
the effects of structural inequalities on health, but with specific attention to ethnic and racialized
minorities. CRT arose out of legal research and in an attempt to address structural inequality
institutionalized in law and is currently utilized across disciplines by scholars in anthropology,
sociology, psychology, public health, and population health research (Crenshaw 1995; Hicken et
al. 2018; Graham et al 2011; Ford & Airhihenbuwa 2010). CRT is applied in nature, as it takes a
social justice approach towards addressing structural racism and is conducive to praxis. It
requires the researcher to remain cognizant of and critically analyze the role of their own
institutional power in the ways data is collected and analyzed (Ford & Airhihenbuwa 2010). It
has been used to examine the many ways in which race impacts health, including the ways in
which racism affects the mental health of those who experience it, including children’s
experiences with racism (Graham et al 2011), and the ways in which racialized narratives affect
acceptance of social and economic policies by dominant groups (Malat et al. 2017).
While race and racism was not a central theme in my findings, as refugee status takes the
place of race as a “master status” and is the mediating factor affecting the impact of structural
inequalities on mental health, it is still implicitly institutionalized by limited funding for refugee
services in the United States and the current proliferation of anti-immigrant sentiments. In my
research, on occasion issues of institutional power did also appear when Congolese participants
asked me questions about how to get their children into college and how to get it paid for, as well
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as ask me to encourage their children to pursue education. However, this did not center around
race per-se as participants did recognize me as multi-racial and as one participants boyfriend
stated ‘Black American” but instead centered around the institutional power of an American in a
graduate degree program.
CRT remains a future avenue of potential research into refugee health; though race was
not a central theme, it was mentioned and/or referenced during participant observation and
interviews. Participants were concerned about bullying, nuanced around race and nationality, that
Congolese teens and children experienced, a few participants mentioned that some Congolese
were afraid of white people, and one participant in particular felt that other refugee groups had
more economic opportunities than Congolese. As Congolese make their transition from
Congolese to African American, the full toll of structural inequalities on their mental and
physical health remains to be seen.
In reviewing the literature, there seems to be an ever-expanding and valuable contribution
of anthropological theory to the field of refugee studies. Applied anthropological perspectives in
refugee studies, ones in which considerations of concepts of identity, citizenship
development/humanitarian discourse, and similar theoretical frameworks are also being
discussed, yet literature on the practical application of this knowledge is few and far between.
This component of the literature is limited and requires more robust and committed development.
There needs to be a drastic increase in knowledge and subsequent literature on the applied results
of such work (i.e. what is the applied result of these expanded theoretical analyses and how are
they used to engage with policy and local communities), as this area is lacking. This deficit
forces anthropologists working in this area to look outside the field for resources of application
of these theoretical perspectives. Interdisciplinary work builds a more robust practice, yet
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anthropological work that clearly and directly connects recommendations based on theory, to its
applications and the success/failures of such work should be readily available to fellow scholars.
Finally, according to Colson (2003), future anthropological research with refugees will
also have to cope with the transitory nature of refugee lives and leave the “one-shot
ethnography” behind. The implications of this are complex, and innovative ethnographic
approaches are needed in future research.
Why is the research needed?
Mental Health Burden
Over the past few years, publication of public health and epidemiological literature on
refugee mental health has accelerated. While several mental illnesses have been included (PTSD,
depression, prolonged grief disorders, anxiety disorders, and psychosis), PTSD and depression
receive the most attention in the literature as disorders shown to have a high prevalence in
refugee populations. As Brogden notes, “PTSD has become the dominant paradigm for post-war
experience and is still being highly elaborated as a diagnostic category and a set of disorders"
(2015, 80-81).
Current epidemiological literature largely centers on rates of PTSD and depression when
discussing mental illness in refugee populations (Rasmussen et al. 2012; Silove et al. 2007; Song
et al. 2015; Grey and Young 2008), and refugees are perceived as being at increased risk for
these illnesses (Rasmussen et al. 2012). PTSD is a persistence of a sense of threat, as there is
inadequate processing of trauma memory which leads to involuntary triggering of trauma and a
loss of sense of control and creation of negative appraisals (Grey & Young 2008). Thus, PTSD
may be reinforced by fear of repatriation, uncertain asylum status, and should be reduced by
granting refugee status, but social factors in the country of asylum/refuge, such as inadequate
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housing and prolonged decisions about an asylum case, may create a perceived increased sense
of threat (Grey & Young 2008).
Multiple and prolonged traumatic events, such as torture, may lead to more complex
stress presentations not captured by PTSD. Epidemiological literature also discusses other mental
disorders (e.g.,, anxiety, schizophrenia, and schizoaffective disorders) (Anderson et al. 2015),
and substance abuse (Brendler-Lindqvist et al. 2014). PTSD and chronic pain are often comorbid conditions in refugees and there is often a cycle of traumatization and re-traumatization
with refugees and asylum seekers that makes this population unique (Leidle et al. 2011).
This population also experiences additional post-migration stress factors such as
insecurity of residence status, low quality living conditions as well as job insecurity; long term
stress exposure and experiences of injustice can maintain PTSD and pain symptoms (Leidle et al.
2011).
Data from a nationally representative survey found that premigration onset of PTSD and
major depressive episode in refugees was statistically higher than in voluntary migrants, but
post-migration onset was not (Rasmussen et al. 2012). A systematic review of over 1,800
quantitative articles found that prevalence rates of depression, PTSD, and anxiety among first
generation migrants and refugees/asylum-seekers were generally higher among these groups than
the general population but varied greatly.
For example, prevalence rates of PTSD in first generation migrants and refugees/asylum
seekers ranged from 9-36%, while those in the general population were 1-2%. For depression,
this range was 5-44% compared to 8-12% in the general population (Close et al 2016).
A systematic literature review of mental illness among Tibetan refuges who had
experienced torture found that “[t]he prevalence of posttraumatic stress disorder ranged from 11–
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23%, anxiety ranged from 25–77%, and major depression ranged from 11.5–57%.”, which the
authors identify as an elevated prevalence of mental disorders (Mills et al. 2005, 1).
A project which interviewed and assessed Somali refugees for mental disorders found
that 14% of participants had PTSD, 80% of which also had a common mental disorder (Bhui et
al. 2006). It also found that Somalis who claimed asylum upon entering the United Kingdom
(UK) had higher risks of mental disorders, while those who were employed, or had received
education in the UK and Somalia had lower risk (Bhui et al. 2006).
A study with refugee torture survivors found that post-resettlement factors can have a
major effect on rates of PTSD, with those who received services after being in the U.S. for one
year over 3 times as likely to experience PTSD compared to those who received them within the
year (Song et al. 2015). The same was true for depression (Song et al. 2015).
Another issue of concern is why, and for how long, resettled refugees maintain higher
rates of certain mental disorders over host populations. A quantitative study on PTSD in refugees
and asylum seekers in the Netherlands found that PTSD rates remain higher in refugee
populations than host populations, despite the availability of mental health services (Lamkaddem
et al. 2014). The longitudinal study found they remained higher for two major reasons: 1) many
refugees experienced late onset of symptoms causing overall rates to remain relatively high
despite the fact that other refugees symptoms had improved with treatment, and 2) those who had
used mental health services were more likely to see an improvement in their PTSD symptoms.
(Lamkaddem et al. 2014).
Another study analyzed PTSD prevalence among Vietnamese refugees in Australia as
compared to Australian-born individuals, and found the prevalence rates were the same for both
groups but Vietnamese refugees had higher rates of co-occurrence with other mental disorders,
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that trauma contributed the most to these rates in Vietnamese refugees, Vietnamese refugees
were more likely to report physical disability from PTSD, but sought mental health services at
lower rates than those born in Australia (Silove et al. 2014).
Mental health services remain a pervasive public health need in American society, and
this need is especially significant for disadvantaged and vulnerable populations. Sources of
mental health problems for refugees include a variety of both pre- and post-migrations stressors.
Pre-migration stressors include “imprisonment, torture, loss of property, malnutrition, physical
assault, extreme fear, rape and loss of livelihood”; “adversities, humiliation and betrayal during
flight” (Lindert et al 2016, 374); as well as poverty, lack of basic needs and services, and
uncertainty about the future during flight (Baarnheim 2016).
Post-migration stressors include: “[g]rief over terminated social and emotional links, loss
of role, identity and position in a society and loss of tradition” (Khawaja 2013, 173); “lack of
meaningful social roles, poverty, unemployment, lack of environmental mastery, discrimination,
limited English proficiency, and social isolation” (Goodkind et al 2014); as well as “acceptance
into the host community, family structure and cohesion, educational difficulties and financial
problems” (Hirani et al. 2016, 673). All of these post-migration stressors potentially effect
control over destiny.
Difficulty Providing Mental Health Services
Refugees, a particularly vulnerable population, face tremendous hardships across their
pre- and post-resettlement experience and, as such, have a great need for mental health services.
In Public Health Literature
Over the past few years, public health and epidemiological literature on refugee mental
health has accelerated. Current public health literature discusses mental health in refugee

57

populations as well as in relation to asylum-seeking, internally displaced, and voluntary
migrants. The literature covers refugee populations resettled in the United States, Australia, and
across several European countries, and examines issues across refugees, asylum-seekers, and
voluntary migrants as distinct groups, as well as by demographic factors within these groups. It
includes qualitative, quantitative, and mixed methods studies which utilize a wide variety of data
collection and analysis methods, namely semi-structured interviews, surveys, focus groups,
screening tools, longitudinal cohorts, randomized controlled trials (RCTs), systematic literature
reviews, and basic statistical analyses of archived data (descriptive statistics and chi-square
tests).
Other literature included short articles describing the state of refugee mental health
research, future directions that must be taken in research, as well as potential future directions in
public health approaches to refugee mental health (Baarnheim et al 2016; Hirani et al 2016;
Lindert et al. 2016; Pollard et al. 2014).
Several mental illnesses/disorders were discussed (PTSD, depression, prolonged grief
disorders, anxiety disorders, and psychosis), however, PTSD and depression received the most
attention in the literature, as these disorders have shown a high prevalence in refugee
populations.
According to the literature, barriers to refugee use of mental health services include
mental health literacy (May et al. 2014; Yaser et al 2016), the effectiveness of mental health
screening tools (Close et al. 2016; Cook et al. 2015; Hollifield et al. 2002; Hollifield et al. 2009;
Polcher and Calloway 2016), the feasibility of using mental health screening tools (Al-Obaidi
2015; Shannon et al. 2015), and the effectiveness and/or appropriateness of specific treatment
approaches/modalities in treating refugee mental illness (Baarnheim et al. 2016; Drozdek et al.
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2013; Ekstrom et al. 2016; Goodkind et al. 2014; Khawaja et al. 2013; Lindert et al. 2016; Logie
et al. 2016; Pollard et al. 2014; Leidle et al. 2011). Other barriers include: “[l]anguage and
cultural barriers; poor health literacy; unfamiliarity with health care systems; transport or
financial difficulties; and alternate priorities such as employment and housing” (Hirani et al.
2016, 673); “lack of information…poor knowledge of western concepts of mental disorder (May
et al 2014:758); as well as “lack of understanding of mental health conditions related to
trauma…mental health stigma…language and interpreter difficulties, and the lack of insurance”
(Shannon et al 2016, 556). Barriers have also been categorized as originating internally,
structurally, and systemically:
internal (mental illness, fatalism, mistrust, perceived discrimination), structural (limited
health and mental health care services, service unaffordability, inadequate interpreter
services, inadequate shelter, unemployment, food insecurity, and poor cultural
competency among providers), and systems (e.g., difficulty navigating a complex system
and inadequate community support) barriers (Pollard et al 2014).
Mental health screening tools alone are a major obstacle to providing services. Though in
more recent years many refugee service providers have attempted to implement consistent
mental health screening procedures for new refugee arrivals, only about “half of community
health centers in the United States are providing mental health screening to refugees, with only a
third of those providing a standardized screening tool for mental health evaluation” (Polcher and
Caloway 2016: 199). Although great strides have been made in this endeavor, these attempts
have met great difficulty, and the scholarly literature reveals many concerns regarding the
effectiveness of these screening tools (Close et al. 2016; Cook et al. 2015; Hollifield et al. 2002;
Hollifield et al. 2009; Polcher and Calloway 2016), and the feasibility of using them (Al-Obaidi
2015; Shannon et al. 2015).
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Several studies have been completed which assess the validity of the tools across refugee
populations. Common issues with the screeners that form barriers to consistent mental health
assessment include language/translation, literacy, stigma, funding issues, time limitations, crosscultural differences in concepts of mental illness, lack of professional training in mental health
(Al-Obaidi et al. 2015), that only some were evaluated for reliability and validity (Al-Obaidi et
al. 2015), and they “can fail to identify or underestimate psychological concerns” due variations
in cultural sensitivity (Hirani et al. 2016, 673). Clearly, a variety of issues prevent the consistent
completion of mental health assessment with newly arrived refugees.
Professionals in the field have also identified several barriers to providing mental health
services to refugees. A study conducted in New Jersey assessing the feasibility of introducing
mental health assessment into the initial health screening of local refugees found local
professionals identified language/translation, literacy, stigma, funding issues, time limitations,
cross-cultural differences in concepts of mental illness, and lack of professional training in
mental health as barriers to consistent mental health assessment (Al-Obaidi et al. 2015). Lack of
mental health training is a concern also raised in other studies with professionals working in
refugee mental health, and one such study found though most of the health coordinators were
interested in mental health training, only half had received it (Shannon et al 2015).
Another study conducted in the U.S. found that professionals categorized identified
unsuccessful mental health referrals as those with “cultural barriers, lack of care coordination,
refusal to see refugees, and system and language barriers” (Shannon et al. 2016, 555). Other
barriers identified by professionals working with immigrants in European countries include:
“complications with diagnosis, difficulty in developing trust and increased risk of
marginalization” (Sandhu et al 2013).
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Structural factors are also a major source of concern in refugee health and mental health.
Structural factors affecting refugee mental health include uncertainty about the future,
employment, family relations, transportation, access to a regular doctor, access to health
insurance, discrimination, and uncertainty about the future (El-Shaarawi 2015; Dossa 2002;
Hinton et al. 2015; Ito 1999; Patil et al. 2010). In one research project, it was found that several
of the interviews revealed direct relationships between “mental strain” and “low-income
employment”, poor health, and inadequate access to health care (Patil et al. 2012:149). The
effects of post-migration structural issues on refugee mental health make it clear any program
aimed at improving refugee mental health must address cultural differences as well as consider
how to address structural causes (Dossa 2002).
In reviewing the literature, it is clear past trauma and acculturation are not the only issues
affecting refugee mental health, and that structural factors should all be considered in
anthropological analyses of refugee mental health concerns and programs. Feelings of lack of
control over destiny, as described above, can be affected by these structural factors, like
employment, transportation, and uncertainty about the future, and critical medical anthropology
is useful in understanding the depth of how these structural issues affect health. How did
Congolese refugees discuss mental health and mental health services in their interviews? And,
what did this reveal about current distress and control over destiny? This is revealed later in the
dissertation.
Anthropological Literature on Cross-Cultural Differences in Mental Health
The anthropological literature has addressed the topic of cross-cultural differences in
mental disorders, symptomology, treatments, and meaning for several decades (Baer 1996;
Becker & Kleinman 2013; Good 2002; Good 1996; Hinton & Good 2016; Klienman 2016;
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Kleinman 1987). Current topics largely center on cross-cultural differences in concepts of mental
illness, including how there is an expectation for refugees to ascribe to the concepts of trauma
and PTSD. Other topics include emic concepts of mental illness in specific refugee and migrant
groups (Eisenbruch 1991; Gronseth 2001; Hinton et al. 2015; Lewis 2013; Postert 2012), the
effects of different social process on refugee mental health (Patil et al. 2012; Postert 2012), the
dominance of the biomedical mental health system and its implications on the treatment of
refugee mental health in western countries (Simich & Anderman 2014; Eisenbruch 1991;
Gronseth 2001; Sargent & Larchanch 2011; Van Dongen 2005), mental illness as a means of
legitimizing refugee status in asylum courts (Fassin & d’Halluin 2007; Fassin & d’Halluin 2005;
Salis Gross 2004), the importance of ethnographic methods in improving understandings of
refugee mental health (Appleton 2000; Dossa 2002; El-Shaarawi 2015; Godziak 2004),
recommendations on how to improve the cross-cultural clinical encounter in refugee mental
health (Godziak 2004; McKinney 2007; Van Arsdale 1997), anthropological perspectives on
concepts of resilience (Anderman & Simich 2014; Jenkins & Cofresi 1998; Panter-Bricks 2014;
Zraly & Nyirazinyoye 2010), as well as access to health care and its relation to immigration
policy (Castañeda 2010).
Contemporary notions of trauma and PTSD potentially limit how one approaches mental
illness among refugees. Much of the anthropological literature analyzes emic concepts of mental
illness in specific refugee populations. For example, a clinical and ethnographic study conducted
with adolescent Cambodian refugees in Australia and the U.S. argues the Western standards of
mental health evaluation apply very poorly to other populations, and introduces the concept of
“cultural bereavement” as a possible explanatory substitute; an approach which includes
subjective understandings of trauma (Eisenbruch 1991:673).
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Cultural bereavement represents a more appropriate understanding of Cambodian refugee
symptoms and illness experience than post-traumatic stress disorder (PTSD), which can be
critiqued for its failure to: a) consider culturally based understandings of health and ill-health in
refugee populations; b) failure to recognize the PTSD diagnosis is built upon Western notions of
“health that prescribes how people should adjust or acculturate after immigration, how they
should express their distress, how their disorders should be classified, and how the distress
should be remedied”; as well as c) the gross over-application of the PTSD diagnosis to refugee
populations (Eisenbruch 1991:673).
Similar critiques of biomedical approaches to mental illness have been echoed by other
anthropological studies, as well as by some non-anthropologists. For example, psychiatrist Derek
Summerfield (2001) argued that PTSD is not an objective illness, but one created as veterans of
the Vietnam War returned to the U.S. to face social and political ridicule, isolation, and disdain.
The PTSD diagnosis allowed a political transformation to take place, which freed veterans from
the moral ridicule of their actions once they assumed the role of “people traumatized by roles
thrust on them by the U.S. military” (Summerfield 2001: 95).
The concept of trauma was increasingly medicalized and PTSD became an official
diagnosis in the 1980 “American Psychiatric Association international diagnostic tool Diagnostic
Statistical Manual (DSM–III)” (Eades 2013: 1). Summerfield argues use of the PTSD diagnosis
expanded as it has become socially expected and that PTSD diagnosis is bound in the recent
Western “idea of traumatic memory as a fixed, circumscribed, pathological entity” (Summerfield
2001: 97). It has also been argued that PTSD has been over-diagnosed, especially in refugee
populations. These systems of labeling, especially via the ever-expanding definition of PTSD,
robs refugees of their power and agency, as “refugees are rarely given opportunities to articulate
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their own needs or play active roles in the development of mental health or social care services”
(Watters 2001:1716). Further, psychiatric diagnoses and their accompanying manuals are
“shaped by contemporary notions about what constitutes a real disorder, what counts as scientific
evidence, and how research should be conducted” (Summerfield 2008: 992).
Nevertheless, though the designers of these manuals recognize these categories are not
absolute, they are often treated as such. Unfortunately, as of 2008, a review of over 180 studies
on refugee mental illness found that “four fifths of the studies relied exclusively on measures of
psychopathology developed with Western populations”; socio-cultural difference was not
properly considered because there was no recognition that Western psychiatric diagnoses are
culturally bounded as well (Summerfield 2008:992).
Within this framework, culturally normative somatization of symptoms, idioms of
distress 15, and spiritually based symptoms can be overlooked, improperly addressed, and/or
essentialized. Overall, in western countries, efforts to address refugee mental illness centers
around the notion of trauma, and the scholarly literature critically analyzes these western
biomedical definitions of mental illness, especially in the context of the refugee experience
(Lewis 2013). For example, anthropologist Sara E. Lewis’s ethnographic research found though
the Tibetan exile community must use their trauma narratives in their human rights work, the
notion of trauma was not useful in their daily lives and people avoided thinking or speaking

“Idioms of distress are socially and culturally resonant means of experiencing and expressing distress in local
worlds” (Nichter 2010, 405). Over the last three decades this term has come into use in academic and clinical circles
but it has been argued that the term needs to be updated as it is often used to medicalize distress as comorbid
disorders attributable to specific groups (Nichter 2010). Nichter (2010) argues that we should instead use three
different terms: idioms of distress, cultural idioms of distress and cultural syndromes (Nichter 2010). According to
Nichter, “a cultural syndrome is a widely recognized prototypical cultural ailment that encompasses a fuzzy set of
associations coalescing around one or more core cultural symbols… cultural syndromes often function as idioms of
distress, but not always” (Nichter 2010, 407). Nichter states that we must “differentiate between when a cultural
syndrome serves as an idiom of distress and when experiencing a cultural syndrome causes distress” (Nichter 2010,
408).
15
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about past experiences as trauma. Instead, they used the Buddhist concept of lo jong “mind
training” to cope with the negative mental effects of the refugee experience.
Thus, essentialization of refugee mental health can be an unintended consequence of
relying primarily upon biomedically based mental health concepts and treatments. Sargent &
Larchanch (2011) reiterate prior anthropological critiques stating that “nonbiomedical
representations of mental health suffering” are marginalized, especially in migrant populations,
and the “notion of “cultural competency” tends to conflate “culture, “race,” and “ethnicity””
(Sargent & Larchanch 2011:347-350).
An analysis of Dutch mental health care also found essentialization to be an issue.
Specifically, it was found that Dutch mental health care has a tendency to essentialize the mental
health of migrants and refugees, and these groups are then reduced to risk factors and “risk
groups” inherently vulnerable to mental health issues “as if their being-migrant infiltrates their
illness with no alternative explanation” (Van Dongen 2005:188-189).
There is a need for additional critical anthropological analyses of cross-cultural concepts
of mental illness, how these concepts are shaped and treated. The literature suggests that
anthropologists are rarely involved in the application of these understandings, and that such work
is often undertaken by those in public health. This research will attempt to bridge this gap from
an applied anthropological perspective by not only exploring refugee narratives and contributing
to anthropological discussion, but by also applying these understandings through practical
recommendations for approaches to refugee mental health.
Conclusion
Overall, there is a clear mental health burden among resettled refugees, and resettled
refugees often reject the services offered to address this burden. Additionally, there are numerous
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barriers to refugee use of mental health services, including that services are too “traumafocused”, lack a “dignity approach”, require better cultural and linguistic appropriateness, could
benefit from more community-based interventions and collaboration between primary care and
behavioral health, refugees are rarely allowed an active role in programs/treatment, and, finally,
successful mental health programs for resettled refugees are few and far in-between.
There is also tremendous diversity in what mental health and illness may mean across
different socio-cultural contexts, and the common Western trauma-based mental health
treatments have difficulty adapting to these varied contexts; there is a need for expanding critical
analysis beyond discourse of trauma and victimization when discussing refugee populations.
Further, this focus on trauma begins with the resettlement process, where refugees are often
coerced into discussing their distress in ways that align with conceptualizations of trauma.
This research study fills a gap in scholarly literature in its consideration of Congolese
refugees, a group for which there is limited contemporary anthropological literature. It
contributes to theory and practice in applied and medical anthropology and public health, as well
as to discourse on trauma-based mental health treatment and the role of the resettlement process
in shaping refugee lives.
This research study is also important in its focus on the state of being and experiencing
what it means to be a refugee, the diversity of that experience, as well as what that may mean for
understanding of mental health and well-being, and the likelihood of seeking treatment for
mental illness. Despite the reifying group label of “refugee”, a label which allows one to
conceive of refugees as a harmonious, homogenous, and similar group, there are actually a
diversity of refugee experiences. For example, refugee experiences of persecution and flight
differ (Phillimore 2011), in that some are forced to flee for economic reasons and others for
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political reasons (Bhugra & Becker 2005). They also differ by class and social status premigration. For this reason it is important to recognize that there is no one refugee experience, and
important to understand the unique needs and experiences of each refugee group. Decisions to
use mental health services or emotional support are influenced by an individual’s broader life
experiences and cannot be limited to discussions of “barriers”. Variations in narratives of distress
and use of mental health services are shaped, altered, and negotiated by an apparatus of refugee
resettlement, and the effect of culture on whether refugees use mental health services can only be
fully understood within this framework.
The main issues in anthropology that this research addresses are: 1) the role of structural
disparities on health as is examined in critical medical anthropology, and 2) the debate between
structural and cultural factors as moderators for the use of mental health services. This research
study sought to expand upon understandings of how different aspects of the refugee experience
affect refugees’ approach and willingness to use mental health services/support. Due to the many
barriers elucidated in previous literature, attention to culture alone cannot adequately address
refugee use of mental health services (Angrosino 1999; Sargent & Larchanche 2011). This
dissertation utilized the theoretical frameworks of “control over destiny”, critical medical
anthropology, and critical race theory to examine how refugee perspectives on mental health
services were situated in their broader lived experience of resettlement. This research also
contributes to public health practice and policy by providing a critical lens with which to
understand health decision making.
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CHAPTER 3: METHODS
He 16 is under trauma, that’s the biggest problem that he has. With [this] type of people
it’s good to have cultural orientation and also counseling, so he needs sort of counseling
just to clean up. I have been there myself. It was difficult for me to integrate myself into
the society. I was living like a mad dog, because of what I’ve seen and went through in
my life, until I met this good woman, Elisha, 17 in the camp in Alexandria 18. She went
through my system, make me understand that it’s a fact. It happened. And it’s gone, I
have to delete it in my mind. I have to live with the fact that I got no parent. I got no
brother of my home, so I have to live with everybody that I meet. I have to live with
anyone that comes on my way, to take a person like my brother, and my sister. (Lucas,
Congolese former refugee)
This research study used qualitative, ethnographic methods to examine refugee mental
health services. Ethnography is a field research method, the purpose of which is to provide a
glimpse of peoples’ worlds from their perspective. Ethnography is a useful tool to gain
understanding of social contexts of major issues, and how people’s local social worlds effect
how they interact and engage with these issues. It is a hallmark of anthropological research and
has recently been receiving attention for its potential utility in public health. Scholars have noted
that despite its value to process evaluations, theory building, and generally understanding the
effectiveness of public health interventions, it remains under-utilized (Morgan-Trimmer and
Wood, 2016)
One major goal was to capture refugee narratives and the placement of treatment for
mental health within those narratives. These narratives, along with the perspectives and
experiences of local professionals working with refugees, were used to consider how the

Lucas is referring to the fictional person in the vignette.
Pseudonym
18
Pseudonym
16
17
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resettlement experience affects use of mental health services, and how methods of discussing
mental illness can be improved. Scholars have lamented the limited ethnographic work on mental
health issues among refugees (Appleton 2000; Dossa 2002; El-Shaarawi 2015; Godziak 2004),
and this research seeks to address that gap. Anthropological contributions to contemporary
refugee mental health programs and mental health professional education require significant
ethnographic work. This does not necessarily mean, however, a full ethnographic monograph, as
“[t]here are too many diverse refugee groups to provide meaningful information on even the
largest ones”, nor is it an expectation for some sort of generalized and inherently stereotyped list
of “normative data”; rather, the key is to use anthropological “methods and underlying
epistemology” to address issues in refugee mental health (Godziak 2004:207). Ethnography thus
represents the tool which is the “real bridge to multicultural mental health practice with
refugees” (Godziak 2004:207).
Data collection occurred in a metropolitan and major refugee resettlement area of Florida,
which I refer to as Florida Metropolis; one in which the size and diversity of the local refugee
population make it especially difficult to engage with varied understandings of mental health. As
is shown in Figure 3, refugees from 27 different countries migrated to Florida Metropolis during
Fiscal Years 2014-2018. Methods consisted of participant observation and semi-structured indepth interviews. Over half of professionals that I interviewed were former refugees themselves.
In order to prevent confusion between those refugees working in resettlement and those in the
community, I will refer to non-Congolese professionals as refugee-serving professionals and
those from the local community as community members.
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Sample
From April 2017 to March 2019, this project sampled 44 individuals: 20 former refugee
community members from Democratic Republic of Congo and 23 refugee-serving professionals
from diverse ethnic and migration backgrounds; as well as a key informant refugee from
Ethiopia. Refugee-serving professionals included both former refugees and those born in the
U.S. whose work regularly consists of helping refugees in some capacity. Refugee-serving
professionals were recruited in several ways: 1) via a key informant (this person is a respected
individual in the local refugee services network who forwarded my recruitment e-mail to the
local network of organizations); 2) via a sign-up sheet passed around while I provided a very
brief speech about this project at community/public events where professionals who work
regularly with refugees meet to discuss recent issues); 3) when individuals directly approached
me for an interview; and 4) snowball sampling, in which a previous participant connected me
with another individual who then indicated their interest in completing an interview.
Recruitment of community participants included a brief explanation of the project at
church services and events/meetings as approved by community leaders; flyers were used at
some events/meetings, but did not result in any completed interviews. Some individuals I met
during ongoing participant observation also approached me for an interview. Snowball sampling
also occurred for this population, in which previous participants referred other interested
community members.
Sample Characteristics
Well over half of refugee-serving professionals were former refugees/asylees/parolees
(60.9%), about half were female (56.5%), and most (78.3%) had spent 5 years or less as refugee-
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serving professionals (with over 51 years combined additional experience through volunteer
work) (see Table 2).
Table 2. Demographics of Professionals1, n=23
N (%)

Sex

Female
Male
Years as refugee-serving
professional
Less than 5
6 - 10
Over 10

13 (56.5%)
10 (43.5%)
18 (78.3%)
4 (17.4%)
1 (4.3%)

Former
Refugee/Asylee/Parolee?
Yes
14 (60.9%)
No
9 (39.1%)
1
Some categories have been condensed to
protect participant anonymity
Refugee community participants were from the Democratic Republic of Congo (n=20).
Half of Congolese participants were male (50%), most had lived in the U.S. for 5 years or less,
most had lived in a refugee camp or a combination of camp and urban displacement, and many
had lived in DRC for over a decade (Table 3). Interviews took place at participants homes, with
one interview conducted at a local fast food restaurant.
Table 3. Demographics of Congolese Community Members1, 2, 3, n=20
Sex

Age

N (%)
Female
Male

10 (50%)
10 (50%)

18 - 24
25 - 44
45 - 64

4 (20%)
13 (65%)
3 (15%)
71

Table 4 (Continued)
Years in the U.S.
Less than 1
1–5
6 – 10
Unknown
Years in DRC
1–5
6 – 10
11 – 20
21 – 30
31+
Unknown
Spent time in…
Refugee camp
Urban
displacement
Combination

N (%)
3 (15%)
14 (70%)
1 (5%)
2 (10%)
1 (5%)
5 (25%)
6 (30%)
4 (20%)
2 (10%)
2 (10%)
8 (40%)
4 (20%)
8 (40%)

Types of work now
Labor2
Unemployed
Other3

9 (45%)
5 (25%)
6 (30%)

Languages/Dialects Most
Commonly Spoken 19
Swahili
English
French
Lingala
Luganda
Kinyarwanda
Bembe
Kirundi
Kiganda
Kinyabuisha
Kifulero
Nande

20 (100%)
17 (85%)
13 (65%)
7 (35%)
6 (30%)
5 (25%)
3 (15%)
3 (15%)
3 (15%)
3 (15%)
2 (10%)
2 (10%)

19

Languages/dialects spoken by more than one participant
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Table 5 (Continued)
Ethnic Groups
Nande
Fulero
Batembo
Bembe
Morega
Masisi
Tutsi
Nyundu
Burega
Lokole
Bantu
Mbwisha
Mbuji-Mayi
Unknown
20,21

N (%)
4 (20%)
3 (15%)
2 (10%)
2 (10%)
1 (5%)
1 (5%)
1 (5%)
1 (5%)
1 (5%)
1 (5%)
1 (5%)
1 (5%)
1 (5%)
1 (5%)

1

Some categories have been condensed to
protect participant anonymity
2
Factory, construction, warehouse
3
Tended to be entry-level position
Table 6. Work status of Congolese Refugees, by Gender, n=20

Female
Male
Total

Working
7 (35%)
8 (40%)
15 (75%)

Not
Working
Total
3 (15%) 10 (50%)
2 (10%) 10 (50%)
5 (25%) 20 (100%)

These are participant responses to my question regarding their ethnic group/tribe. However, it is important to note
that their responses do not necessarily represent singular ethnic identity (Meditz & Merrill 1994). It is difficult to
define ethnicity in DRC as they “are neither fixed entities nor the sole or even primary points of reference” for
Congolese (Meditz & Merrill 1994, 79). For example, identity in DRC is also affected by regionalism, ideology, and
other factors (Meditz & Merrill 1994). This may explain why one participant answered with “Mbuji-Mayi”, which is
actually a city name in south-central DRC. The difficulty of defining Congolese ethnic identity is another reason for
why this research did not attempt to compare Congolese responses by ethnic group, in addition to the fact that there
were not enough participants in any ethnicity to perform meaningful analysis. Finally, ethnic identity has been
constructed, deconstructed, highlighted, and played down in DRC depending on the political situation (Meditz &
Merrill 1994). I recommend an ethnographic study of Congolese ethnic identity before any analyses by ethnic group
can be conducted.
21
One participant identified with two ethnic groups as each parent was from a different group.
20
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Data Collection
Interviews
Previous literature has found that stigma makes behavioral health a tricky topic of
discussion in cross-cultural environments; this was echoed by refugee-serving professionals I
consulted. For this reason, I broached the topic of mental health services by providing
community members with a vignette of a resettled refugee experiencing PTSD symptomology.
This was followed with probing questions about what they believed were the best ways to help
that person, as well as anyone who was “sad a lot, scared a lot, angry a lot, or anything like that”,
or “who had a lot of nightmares from what happened to them”. Terms like “sad a lot” and “angry
a lot” have been used in other research to prompt discussions of emotions in the most plain
language possible, which I believed would be ideal when working across a language barrier
(Wright & Epps 2018).
There is limited data on models of mental illness in the DRC, with over 200 ethnic
groups residing there (CIA 2019), and the demographic characteristics of local Congolese were
not known prior to data collection. As a result, I chose to broach the topic of mental health
services with as much sensitivity as possible, while being general enough to catch the many ways
in which participants may perceive appropriate help. I probed participants for appropriate
treatments for a refugee in mental/emotional distress, and then let them elucidate what they think
would prompt different forms of treatment. For the above-referenced reasons, the term
mental/emotional distress, or simply distress, will be used instead of mental illness, mental
disorder, psychological problems, and similar terms.
Previous research has explored beliefs about mental health and mental health services
among refugees by using vignettes (Jorm et al. 1997; May et al. 2014; Yaser et al. 2016). In these
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studies, the researchers constructed vignettes which presented a short story of an individual
exhibiting symptoms of the DSM-IV symptom clusters, then compared refugee responses to
those of the DSM categories of PTSD. The vignettes present a fictional person who was exposed
to trauma before fleeing their country of origin and is experiencing PTSD symptomology. I
selected a vignette which was found to function effectively across several studies on refugee
mental health (Yaser et al. 2016; Slewa-Younan et al. 2014).
The original vignette was adapted for the local Congolese population by pilot testing it
with a bilingual Congolese refugee and a local non-Congolese Swahili translator who worked
regularly with local Congolese. It was also reviewed by a local university faculty member with
experience in mental health research and as a Licensed Clinical Social Worker to confirm it
represented a presentation of the new DSM-V PTSD symptomology. Literacy levels were
inconsistent across refugee participants, so the vignette was read aloud to all participants and a
copy shown to them.
Vignettes are typically followed by a set of questions asking participants to reflect on the
fictional person in the vignette. I presented participants with a modified version of the questions
used by Yaser et al. (2016). In this research, I found the vignette to be very useful at probing
beliefs about mental health and mental health services. It allowed participants to share what they
thought of as appropriate mental health services without having to actually use the words
“mental health services,” a term which might pose an issue with a person from a population for
which stigma about mental illness is a major issue.
I also found that the vignette made it possible to discuss mental health services without
first biasing the sample by explaining U.S. mental health services, which may have led them to
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try to choose one of the examples of services I would provide instead of speaking about what
first came to their mind.
Interviews with professionals took place at a coffee shop, a cafeteria, or at their places of
employment. Inclusionary criteria were they had to earn their living working regularly in some
refugee-serving capacity. Interviews with local Congolese community members were limited to
only individual 18 years of age and older. Since there is great diversity in local refugee
communities and not a large population of any particular group that is centrally located, I
originally did not limit recruitment for this sample to any particular country of origin. However,
as time passed, it became clear that most of my participants would be from the Democratic
Republic of Congo, so the decision was made to continue recruitment by focusing on this
community.
The time I had spent conducting participant observation with members of the Congolese
community is the most likely reason for why recruitment leaned in that direction. Limiting my
continued recruitment to Congolese refugees allowed me to focus in on within-group
perspectives of mental health services and experiences of the resettlement system, and to
compare them to what professionals described as commonalities in the types of issues local
refugees face in accessing mental health services.
This analysis is still highly relevant locally in Florida Metropolis, and at the national
level, as refugee provider organizations struggle to identify and treat diverse populations in
which the size of any particular group can be fairly small. This research hopes to produce
recommendations with cross-cultural and national applicability.
For professionals, an informed consent form was used to explain the research goals,
objectives, and potential risks of participating, and they were provided time to address any
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questions they had before proceeding. A signed copy of the consent was obtained and the
participant was provided with a copy of the consent.
For community participants, an oral script was used to guide the informed consent
process; a waiver of documentation of consent was approved by the USF IRB. The consent was
discussed with the participant, including the research goals, objectives, and potential risks, and
they were provided time to address any questions they had before proceeding. A copy of the
script was issued to the participant and the date of consent documented. Refugee participants
who did not speak English provided their own bilingual interpreter, who was either a family
member or close friend (all participants self-identified as speaking at least “a little” English).
Interviews largely consisted of open-ended in-depth questions, but also included demographic
questions and a vignette.
Data was produced in the form of audio recordings of interviews and their transcriptions.
English-language spoken translations were transcribed for bilingual interviews, which were only
5 (25%) of interviews with Congolese; three of these interviews were interpreted by other local
Congolese refugees, and two by a local non-Congolese Swahili speaker of African origin. All
transcribed interviews were stored along with the digital recordings on an encrypted external
hard-drive, and the external hard-drive accessed from a password-protected computer. A back-up
version of the data was stored on an encrypted USB drive. Data were kept in a locked file cabinet
in a secure location, as well as de-identified and replaced by numbers and pseudonyms.
Participant Observation
Informal participant observation began in October 2014. Participant observation for
professionals and Congolese community members overlapped, and at times occurred
simultaneously. Participant observation with refugee-serving professionals included volunteering
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with a local refugee women’s group run by a refugee-serving professional, attending the open
working group (WG) meetings of the local refugee serving collaborative, becoming a member of
the mental health sub-group of the WG, and volunteering at refugee-serving events. I was never
employed by a refugee-serving organization and never volunteered in a capacity that might cause
anyone to believe that I was an employee. These experiences were crucial to contextualizing the
perspectives of professionals; for instance, during one experience I learned that many
professionals reluctantly relied on volunteers to meet their program goals:
This afternoon I attended the RSIG meeting, and it was well attended as usual. Tables
were arranged in an extra-large rectangle so that we could all see each other clearly.
There were many familiar faces there, some not as familiar, and some completely new.
Some of the new faces were community members interested in working with refugees and
others were faith leaders who have been helping local refugees but wanted to introduce
their work to the RSIG. I represented the mental health working group by providing a
brief presentation on refugee mental health. As usual, there were presentations by a few
different organizations and discussion from the rest of the RSIG regarding these. A local
mental health service provider gave one such presentation on their services, which are
amendable to low-income and culturally diverse populations because they take Medicaid
and have a sliding scale for those with no insurance. They provide treatment in any space
the client wants and will provide translators, however, they only have translators for
Spanish, Creole, and Farsi which is a major issue. The fact that they provide treatment in
flexible spaces is their biggest plus.
The purpose of the RSIG is to facilitate dialog among local professionals, faith leaders,
and the general community regarding help for local refugees, but since those who most
consistently attend are refugee-serving professionals it has become a place to find
support from colleagues and reaffirm their commitment. In a group format they talk
about the difficulties they face in their work and others offer insight; and the most candid
conversations typically occur after the meetings. Professionals are the most vocal of
attendees and don’t always agree with each other. For instance, this time one person
brought up that there are volunteers and faith communities that are trying to coerce
refugee children into converting to their religion. This person said sometimes these
organizations will pick children up from their homes without parental permission, and
one church group in particular was paying refugee children to read the bible. This
conversation began out of a presentation on how to engage volunteers, which shifted into
a discussion of volunteers in general, and one of the co-chairs of the mental health WG
responded with her stern concern about using volunteers at all. She asserted that these
“paraprofessionals” can surely not have enough training in one day to be able to work
with refugees and suggested that they undermine the work of actual professionals. Some
of the meeting group agreed with her. Others did not. This then shifted into a discussion
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of faith groups which was a bit uncomfortable because some of these groups have little to
no background in refugee services. The discussion ended with a representative of a local
faith group stating that all they can do is do their work “out of love”. (Field notes,
November 7, 2017)
This hesitancy surrounding use of volunteers was new to me because from what I had
observed, resettlement agencies and other refugee-serving groups were heavily reliant on
volunteers to meet their goals. Budget cuts put refugee-serving professionals in a tight spot
because they need volunteers to help with their overwhelming workload and lack of funds, but
some apparently felt that using volunteers undermined their work. This reluctance to rely on
volunteers is interesting, as volunteers can spend much more time with local refugees than the
professionals themselves, as professionals are limited by budget and corresponding service
limitations. It seemed to me that some professionals might be thinking that by forcing
professionals to be reliant on volunteers, the refugee resettlement system was being slowly
chipped away; which may have been especially distressing considering the then impending
budget cuts. Ironically, in interviews, volunteers were described by both Congolese and nonCongolese professionals as being appropriate for providing support for refugees in
emotional/mental distress. This is an indication that some volunteers do indeed form very close
bonds with the refugees they assist.
Participant observation with local Congolese refugees largely included attending church
services frequented by refugees, one-on-one quality time with key informants in the community
(providing driving lessons, helping apply to jobs, helping with computer skills, and generally
socializing), as well as attendance at other periodic community events (such as attendance at
small community organizing meetings lead by a local Congolese community leader, Swahili
language classes, picnics, and community celebrations).
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Since the Congolese refugee community is dispersed throughout the Florida Metropolis
region, participant observation with local Congolese had to occur through these many different
avenues. There is no one place to perform participant observation with the Congolese
“community”, as such, I had to gain entrée into the community several times over the years, and
close relationships formed with local Congolese individuals did not necessarily translate to easy
access to Congolese in Florida Metropolis as a whole.
Throughout my participant observation, I have seen community leaders encourage
community cohesion and support, but families are spread out due to housing limitations and
isolated from other Congolese by limited transportation. Those who have cars (mind that Florida
is a place that requires a vehicle) help transport those who do not, but these are usually those
same people who are bilingual, translating, working, and/or in school, so their ability to transport
others is limited. Considering the numerous issues being faced by Congolese and all other
refugees locally, I feel fortunate to have been able to speak with those I have.
My participant observation has resulted in some life-long friendships. One friend I made
early on was Rose, she was kind and curious. She still worried about her brother back home, and
her mother here, but she was also very optimistic about life in the U.S. and had a thirst for
knowledge.
Another friend I made was Natalie, she was also kind but was more prone to telling me
what she thought about my life choices; which I always loved. Both of these women are still
friends today and we keep in touch despite busy work schedules and attempts to make
improvements to our lives. They share updates on major events in their families’ lives and we
spend time with each other when we can.
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Participant observation provided insight into issues of importance among Congolese, for
example, I learned that there is a thirst for health knowledge among community members:
This Saturday morning I went to the local community center to meet a Congolese
community leader for the third time. I’ve been helping him with his computer skills and to
create documents for the nonprofit he is trying to build. When he arrived, he told me that
he would have to step out for a few minutes because the translator for the event in the
next room hadn’t come [this was not an unusual occurrence because Swahili translators
are few-and-far in-between]. After about 20 minutes, a community center worker that I
had interacted with before came and told me that I could come on over to the other room.
When I got there, I saw that there was a public health education presentation going on
with someone from the Department of Health. She was discussing sex education, and
when I entered the room was on the topic of HIV/AIDS. She had planned to go through
several types of sexually transmitted infections, but ended up only discussing HIV/AIDS
because there were so many questions from the community. They were thirsty for
knowledge; interested in information on how to protect themselves and how diseases are
transmitted. They wanted to know everything; she had to get into some biology and was
limited in the depth to which she could explain it. She clearly had not expected this active
interest, and the dearth of knowledge, but it was heartening to see that the community
does want a lot of this information. There was a physical division between men and
women, Congolese women occupied one half of the room and Congolese men occupied
the other. The community leader sat in the back of the room, in between the two gendered
groups. It seemed as if he was a bridge, not only across language but also across gender.
But even without his facilitation cross-talk did happen across the two sides with
discussion happening between groups.
After the health education presentation, the community center worker, who turned out to
be a worker for a local language program, came up and had a conversation with the
group, via the translations of the community leader, about the fact that apparently a lot
of the Congolese have not been coming to the language classes as regularly as they
should. Classes had been opened up at this location so that Congolese who live nearby
can have a better access to language classes. The community leader translated and
attempted to motivate them. As we left the room and made our way back to the computer
room, the community leader mentioned to me that there is a lot of need in the community,
He said that there has been a lot of pregnancies and that the teenagers in the community
had started to have sex. He said that there are “too many babies” and that women can’t
work while pregnant so that one person ends up working to support the entire family. He
was clearly concerned about his people being able to succeed, being able to thrive in
ways that he knows are important in the U.S. (July 28, 2018)
This experience showed me there is an active interest in health knowledge among
community members. It also showed me that sensitive topics, like sexual and reproductive
health, can be discussed in mixed gender company. In this context, gender did not seem to affect
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willingness to ask questions either. It cannot be determined if this was an adaptive mechanism to
only having limited access to translators, or if gender is not a major barrier for health education
among Congolese. Nevertheless, a group format did seem to be an effective method for
discussion and information dissemination. After the event, the community leader confirmed this
by telling me they often discuss problems as a group, and that Congolese will talk a lot more in a
group than they will alone.
These observations, along with data from in-depth interviews, helped guide me in
forming my recommendations to disseminate knowledge about mental health services via
informal networks and to implement a peer support program as a vehicle for strengthening
informal support for mental distress among Congolese.
Many things I observed correlated with other observations and interviews that I had. A
good example of this is the issue of sexual and reproductive health. For example, during
participant observation, the brother of one Congolese participant asked me about how to prevent
pregnancies and wanted to know what the difference was between how men and women can
prevent pregnancies. Another Congolese woman who I became friends with asked me about
methods of birth control, and a male participant was concerned about reproductive health for his
wife. Also, during interviews, more than one male participant expressed concern over the
financial plight of Congolese single mothers. To me, the concern over family planning is related
to the theme of financial insecurity that appeared across the data (however this cannot be
confirmed, as sexual and reproductive health was not discussed in depth in the interviews).
Nevertheless, this is a potential avenue for future research. The participant observation
that was completed was not only useful in data analysis of issues related to mental health
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services, but also revealed of issues of important to the community that can be addressed in the
future.
Analysis
Thematic analysis was conducted using initial and emergent codes, with particular
attention to dissimilarities across participants. Open coding, a descriptive type of coding, was
used to code participant interviews, and categories were clustered and refined as needed until
themes were revealed. Initial codes were collapsed/expanded as needed, and data were analyzed
until saturated themes appeared. Saturation is described as “sufficient redundancy” where codes
repeat themselves and form a pattern of response, and there is “little or no change to the
codebook” from new information (Schensul & LeCompte 2013: 313; Guest et al. 2006:65).
There is scholarly debate over saturation because there is no single hard and fast rule that
indicates how many interviews it takes to reach saturation (Schensul & LeCompte 2013; Bernard
& Gravlee 2015). In general, saturation can occur anywhere between 6 and 60 interviews, with
saturation being reached much more quickly in homogeneous samples (Bernard 2015; Guest et
al. 2006); some scholars argue for a minimum sample sizes of 12 or 13 (Hagaman and Wutich
2017).
All interviews were analyzed to maximize the accuracy of themes. However, it should be
noted there are some limitations to thematic analysis, namely that codes and themes are filtered
through the mind of the individual organizing them. Overall, qualitative research should be
evaluated based on the theoretical lenses in which they are framed (in this case, control over
destiny, critical medical anthropology, and critical race theory), as well as the positionality of the
analyst.
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Data were analyzed using the qualitative data management software MAXQDA. Codes
were organized within the “Code System,” which allowed for them to be re/organized under
themes easily, and re/named at will as part of code refinement. The “Code Matrix Browser”
function was then used to extract a table indicating which codes had been coded to each
individual participant, and the sum of participants that had provided a response relevant to each
code. Using this function, a spreadsheet was extracted with a matrix which contained each coded
segment and aligned them with the corresponding participant and code. The matrix was used to
review all segments coded to a specific code, to perform additional in-depth analysis of each
code, and to condense the meaning of that code across segments.
This research was not conducive to quantitative analysis as it was exploratory in nature.
The diversity of the local Congolese community also affected the ability to conduct quantitative
analysis; over 13 tribes and over 11 languages were represented in the sample. Additionally,
professionals and Congolese community members were not asked the same questions so
quantitative comparison would not be an appropriate way to analyze the data.
Finally, as part of preparation for dissemination, all participant names and location names
in this dissertation were replaced with pseudonyms; participants were given the opportunity to
choose their own pseudonyms, and if they expressed no preference, one was chosen for them.
Positionality
My experiences growing up in a single-parent home dependent on government assistance
for survival made me well acquainted with the financial dilemmas of the neo-liberal system and
the emotional toll they take. Congolese also face these barriers, with the added layer of
difficulties that come with being a refugee in the United States. So, when participants told me the
only work they could get was housekeeping in a hotel and could not pay the rent, I empathized.
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My grandmother was a hotel maid much of her life. When they said they could only get
construction laborer work but wanted to get an education, I empathized. My uncle dropped out of
high school to work construction so that he could help my grandmother pay the bills. I
empathized with the emotional toll that financial insecurity and lack of opportunity take on
individuals and communities. But I also felt powerless to help them when they asked how to get
their kids into college for free, or how they could get a good paying job. I did not get into college
for free, and I often feel that I am not even really sure how I got this far. The barriers they face
are overwhelming to even contemplate, and because of my background, and feelings of being
helpless to assist them in improving their lives, I found their narratives had personal meaning for
me and took an emotional toll.
Limitations
Data collection was limited by federal budget cuts to refugee services, and by limited
English-language proficiency in the community. Budget cuts to refugee services were a major
barrier and effected the ability to obtain interviews with refugee-serving professionals. Refugee
services faced two major budget cuts during this study’s recruitment period, such that by January
2019, two local refugee-serving agencies had closed their refugee resettlement program entirely
and one had reduced their refugee-resettlement staff to just one person. Refugee resettlement is
federally funded, so when the federal government slashes the resettlement program it affects all
organizations, and these cuts were keenly felt locally. Many refugee-serving professionals have
lost their jobs in the meantime due to these cuts, and previous participants have shared this has
resulted in them taking on 4-5 different job roles, many of which they are not prepared. With
these cuts, the population of refugee-serving professionals to sample was greatly reduced.
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Language was a major barrier in recruiting community interviews. There is limited
English-language proficiency across the Congolese community. Bilingual Swahili/English
translators are few and far between, and those who live locally are overworked. Even if an
individual wanted to participate, a translator was needed in order to help schedule a date/time,
send reminder texts, and be available on the same day/time as the interview. They are the ones
who go out in the middle of the night to translate when another Congolese Swahili speaker is
rushed to the hospital. They drop everything they are doing to help local Congolese and this
poses a major burden on them, with one translator sharing with me that all the translators in the
area are burnt-out and emotionally overwhelmed, and another telling me that between work,
school, and translating they often get home at 2 AM. This means that translators were few and
far between, not only because Swahili is an uncommon language in the U.S. On more than one
occasion, I was not able to complete an interview because I couldn’t locate a translator who was
available. For example, I recruited two women at a local church and was able to schedule their
interviews with the assistance of another Congolese church member. However, I was never able
to complete the interviews because I was not able to locate a translator to confirm or to actually
conduct the interviews. These two women did not attend the church again for the next several
months, so I was never able to reschedule their interviews. Congolese were acutely aware of the
barrier of language, and for this reason participants often self-selected to refer other Englishspeaking Congolese to me for interviews.
Wide dispersion of Congolese across Florida Metropolis also posed a barrier to
recruitment. There was no one place to go to perform participant observation with Congolese, so
I had to gain entrée into the community several times, and close relationships formed with
individuals did not necessarily translate to entrée to the Congolese population in Florida
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Metropolis as a whole. Resettlement agencies try to resettle refugees from the same country of
origin into the same neighborhoods, but they are limited by a budget which requires them to find
the cheapest housing possible; this means that some Congolese are isolated from others by
distance and limited transportation. Those who have cars (mind that Florida is a place that
requires a vehicle) help transport those who don’t, but these are usually those same people who
are bilingual, translating, working, and/or in school, so their ability to transport others is limited.
Considering the numerous issues being faced by Congolese, I feel fortunate to have been able to
speak with those I have.
Conclusion
This research used in-depth interviews and participant observation to better understand
how refugee perceptions of mental health services are structurally situated. This research
revealed major themes echoed across the sample of professionals and community members alike.
In Chapter 4, I explore themes of aspirations, expectations, and financial insecurity. Local
refugees believe in the American Dream and expect to be able to greatly improve their lives
through hard work and dedication. Unfortunately, what they find is that the 90-day resettlement
period is much too harsh to prepare them for the structural inequalities that prevent them from
achieving success. Though they work hard, they find they still have difficulty even making ends
meet.
In Chapter 5, I explore the themes of “being close” and “having heart” which Congolese
used to describe the best ways to help someone in distress, beliefs about the ideal settings for
such help across participants, as well as the role of financial insecurity on perspectives of mental
health.
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CHAPTER 4: SITUATING DECISIONS REGARDING MENTAL HEALTH SERVICES
WITHIN ASPIRATIONS FOR A NEW LIFE
As Chapter 2 has argued, refugees face major mental health burdens yet service providers
report that many refugees refuse mental health services aimed at reducing these burdens. As this
chapter explores, a major finding of this research is that for many participants, engagement with
mental health and mental health services are situated in discussions of larger aspirations and
expectations related to life in the United States. These are limited by organizational requirements
and financial insecurity, and many felt that mental health would not be an issue if these
aspirations and expectations had been met. Congolese narratives revealed the origins of their
aspirations/expectation, issues preventing them from meeting these expectations, and how they
relate this to mental health and mental health services. Ultimately, the data revealed the conflict
between Congolese expectations for the American Dream and the realities of economic
inequality in the U.S. were a major source of distress, a phenomena which this dissertation will
refer to as systemic expectation discord. Further, not only was it a source of distress but it
explains how financial concerns become the dominant concern in Congolese lives, even over
mental health support. This does not mean that refugees’ pre-camp experiences and trauma does
not have an effect on their current emotional state, but these did not appear as a dominant part of
their narratives in this research. 22

The data does not reveal why this is, but there are a few possibilities. Participants could be distancing themselves
from their pre-camp experiences as part of a desire to re-make their identities post-resettlement process. They could
also be focusing on the urgent over the important as described by Ko, a refugee-serving professional; Ko believed
that they don’t have a choice but to focus on finances right now but that once they got financially settled their
trauma would become more of an issue and require attention.
22
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Origin of their aspirations/expectations
Congolese Perspectives
A major theme in this research was the disparity between refugees’ expectations, that is,
what they expected to find in the U.S. and what they ultimately experienced. Congolese
described the origins of their aspirations/expectations as including refugee orientation (overseas
and in the U.S) (60%, 12/20), friends and family (30%, 6/20), as well as directly describing the
reputation of America as the land of opportunity (15%, 3/20). There were no major discernable
differences in where their perceptions originated, with Congolese men and women describing
orientation and friends/family at equal numbers (6 to 6, and 3 to 3 respectively), and though all
three Congolese who made an overt reference to America as the land of opportunity were men,
the narratives of many women also aligned with the expectation these men expressed.
The orientation process was discussed as one of the major causes of heightened
aspirations and expectations. Refugees are provided with an orientation, often occurring in
refugee camps, before they leave their country of asylum. “[T]he Department of State funds oneto five-day pre-departure orientation classes for eligible refugees at sites throughout the world.
Refugees may also access cultural orientation information through a website that is translated
into seven languages and provides information in numerous modes to meet all literacy levels, as
well as a new mobile application” (DOS 2019). Several participants talked about the inadequacy
of these orientations in preparing them for life in the U.S. (50%, 10/20), especially because they
were too short. Some orientations were only a single day, while others only a week or two.
Participants also stated that people lived too long in the camp for overseas orientation to
be sufficient. According to John, “Overseas orientation helps, but it’s like someone is showing
you something you don’t understand. Like showing a picture of a bus." John believed that
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resettlement organizations need to provide new arrivals with “a very serious orientation”. He felt
they should coordinate with community leaders for orientation and also pay community leaders
for their work. At the time, many Congolese community leaders and other translators from the
community who provided translation and assisted in orientation in Florida Metropolis did so as
volunteers, i.e. without pay.
Some stated what they were told during orientation was different from what they found in
the U.S., but they knew what to expect from friends. Overall, the conclusion was the overseas
orientation did not and/or could not fully prepare refugees for life in the U.S.
If you have good orientation, you can get good life. If have good orientation, [you] can
see your talent and get you job related to it. Many people are suffering because they
don’t know which kind of job they can do. For instance, they send you to factory that
cannot help you go anywhere.
Here, John was speaking to the results of what he perceived as poor orientation. Local
Congolese had limited employment opportunities and were frequently sent to work in factories.
John expressed frustration with this because there was limited room for growth in factory work.
Though the opportunity to work was appreciated, my participant observation revealed that
Congolese in this kind of work were caught in a cycle they felt unable to leave.
During interviews, several expressed an appreciation for the education that is available in
the U.S. However, they emphasized that one first needs to know English to get a GED and
higher-level education, and that meant they needed to go to English classes. But English classes
were only offered certain days/times a week, and they were either during work hours or people
had to go after a very long day at work. They could not miss work because they needed the
money. They needed the money because full refugee services were limited to their first 90 days
in the U.S., and many were being paid so little they could barely pay their rent. In order to make
more money and be able to pay their bills, many felt they needed to get an education. In order to
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get an education, they needed to learn English. And so on. Even John, who knew English, was
limited by the factory work because of the confluence of bills, low pay, and limited education,
and he believed that if orientation helped them find alternative paths to employment, suffering
could be reduced.
Some Congolese participants expressed that friends had misled them about opportunities
in the U.S, and they made things seem better than they are. For example, Adele said that friends
told her that she would find money in her bank account; unfortunately, when she arrived, she
realized the funds were insufficient. Adele expressed the level of support she expected did not
exist, and this was a source of suffering for her: “Start to feeling life will be better, when you get
here that's when you start to suffer.”
Others expressed that information from friends moderated the inaccurate information
they received during orientation; and yet, some others said that orientation explained both good
and bad. The discrepancy in experiences of the overseas orientation reveal an inconsistency in
the quality and/or effectiveness of the overseas orientation.
Professionals’ Perspectives
Several refugee-serving professionals echoed Congolese participants’ concerns about the
helpfulness of the overseas orientation (56.5%, 13/23), and agreed the overseas orientation did
not and/or could not fully prepare refugees for life in the U.S.; this was not unique to the
Congolese community. According to them as well, refugees felt their resettlement expectations
had not been met; that the resettlement system had not followed through on all of its promises.
This was discussed as a major source of distress across the sample, by professionals and refugees
alike. Life in the U.S. is not what they expected it to be, and our resettlement system had a major
role in creating this disparity. One professional, Adriana, a former refugee herself who had lived
in the U.S. for about three years, articulated this very well:
You're expecting a change of life, like 300 percent… like everything is going to flourish in
your life… I came through this refugee program, I went to the embassy and when I was
there I listened to a very beautiful story about United States. So what did I thought, that
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this, the paradise. So United States is a paradise, so I'm gonna be like, my dream's come
true. And believe me, it's not like that. So it's a shock. And not only for us, it is a shock for
everybody… and I've heard a lot of stories not only from ----’s, but from Iraqis families
that they do the same thing. They do the same thing…and nothing from how they say to
you it is true. They give you the best part of United States. Which I'm not saying it's not
good… I'm not saying that you don't have a beautiful country, but I'm telling you that
what they say there on the other side of the border has nothing to do with a real life here
in United States. So you, what do you expect if you come to me and I tell you "Don't
worry, everything is going to be happiness for you. Everything's going to be good.
They're going to give you this, they are gonna give you" No they are not gonna give you
anything. You have to get what you need to have. I mean, they're not going to give you
anything, but that's what they tell you.
Adriana’s experience was that adjustment was difficult because the overseas orientation
painted a much rosier picture of life in the U.S. than existed; she felt she was not told what “real
life” in the U.S. is like. She explained she thought life in the U.S. was going to be a “paradise”
based on what she was told at the overseas orientation, but discovered this was far from the truth.
Other refugee-serving professionals also identified the overseas orientation as a critical
point at which expectations about life in the U.S. were lacking. For example, former refugee and
refugee-serving professional Mo stated that client expectations were one of the most difficult
parts of his job. He explained that IOM told clients things that inflated expectations about
employment and other aspects of life in the U.S. No one told them how limited services were
before they come. He also stated refugees were being told they will not have trouble getting a
job, which was “90% wrong”. The other major difficulty in his work was “very limited financial
resources to serve clients” (discussed later in this chapter). Mo felt that if the overseas orientation
were better, then clients would have more accurate expectations.
An additional issue with expectations, according to Mo, was that some refugees had
family in places like Australia where benefits were much better, and they got upset and wanted
to know why they were not sent to a different country. He then had to explain that resettlement
was not the same in every country, not even in every state.
92

Rahim, a former refugee and a refugee-serving professional, also discussed orientation as
an issue but for a different reason. He stated that refugees can get rejected from entering a new
country as late as when they arrive at the port of entry, and this uncertainty had a direct effect on
their expectations for their new country. He argued that information from the brief overseas
orientation is not digested thoroughly because of the uncertainty of whether they will actually be
allowed to stay. In essence, the fact they could be rejected at such a late point reduced the
effectiveness of the orientation. This created a lack of knowledge about the new country that was
a major impediment to adjustment, and the related difficulty adjusting caused distress.
Rahim also stated that the four-hour orientation that was given upon arrival to the U.S.
was not enough to build a life: “So imagine yourself, you will live in a new country with
information that you have gotten in only four hours. I don't think that's something possible.”
Rahim argued the best way to address adjustment and mental health was to implement an
extended post-arrival orientation, as he stated the current one is four hours long. He also thought
they should be more interactive, instead of just talking at people.
Through the responses of refugee-serving professionals it can clearly be seen the
structure of the U.S. resettlement system, especially its uncertainties, was a major source of
distress. Further, the orientation that refugees received upon arrival to the U.S. was too sparse to
bridge the gaps left from the overseas orientation. These issues with orientation and expectations
not only provide a glimpse at the life of a recently resettled refugee but also the way the system
of resettlement affects refugees’ mental health. Refugee-serving professionals and refugees alike
expressed the disparity between what they were told about the U.S. versus what the U.S. was
actually like in terms of distress. And, as we will see later, they often used their discussion of the
flaws in the system to describe what they would like to see created for refugees experiencing
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distress. For example, Justin asserted the importance of keeping promises, since not keeping
promises to them exacerbated the mental health of refugees who have a lot of “pain in their
heart” from what happened to them previously, and how he related it to his experience of his
family being told to leave all their belongings behind because everything would be provided to
them in the U.S. But when Justin and his family came to the U.S., they found the house they
were being resettled into did not even have furniture.
Emma, a refugee-serving professional, was also concerned with the short nature of the
cultural orientations and stated the overseas orientations gave clients unreasonable expectations.
This, in essence, set them up for disappointment and a difficult adjustment.
Most difficult is that when you are receiving the refugees they are in a kind of situation –
like a single mom with 8 kids for example for example, and I don’t see how she’s gonna
survive. This is my, from the day one, when they coming here I do have a kind of plan and
we prepare and we develop service plan for them, but a single mom with small kids, this
is something that is very difficult for me. This is very difficult, to do and develop
something that’s going to help her in the long run. You know, and also help her of course
to survive. Because after the program is over, and the money is over, she is on her own.
She has to pay the rent, she has to pay the utilities, and of course raise so many kids.
Overseas orientation was not the only issue. Like some professionals, Congolese
participants also expressed the orientation refugees receive upon arrival in the U.S. as affecting
expectations and distress among the community (50%, 10/20). For instance, John, a Congolese
refugee, said,
There are many people who don’t look for jobs the first 6 months. LSF [Lutheran
Services Florida] can help a little. These kind of people need very serious orientation.
The houses they put people in, the owners complain because refugees don’t know how to
take care of…
Congolese refugee participants stated the post-arrival orientation was also too limited.
They said it was too short, that new arrivals were only shown how to do things once (i.e. ride the
bus and use the stove), and because of this, there was a lot of misunderstanding or gaps in
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knowledge, such as Congolese new arrivals not realizing they can request repairs from the
property manager.
Based on interviews with Congolese refugees and refugee-serving professionals, overseas
orientation affects expectations by not painting an accurate picture of life in the U.S., it was too
short, and the uncertainty that is part-and-parcel of the resettlement system (i.e. the ability to
reject refugees at the port of entry even though they were originally accepted for migration)
made it difficult for refugees to focus on the details of the orientation. The data also revealed that
participants believed the post-arrival orientation to also be too short and resultantly incapable for
properly preparing refugees for life in the U.S.
Issues preventing them from meeting these expectations
Participants’ financial insecurity was the most prominent theme in all of the interviews
with Congolese refugees. It was used to explain current problems they faced, why they were
personally under distress (described as a cause of mental illness), and served to package their
pre-arrival expectations and how they related to current distress. Financial insecurity and
structural limitations were the major cause of them not being able to work towards their plan.
America as the land of opportunity
Edmond, a Congolese refugee, described these expectations as part of a larger
transnational perception of U.S. as the land of opportunity, a place where hard work will get you
far. Though, overall, participants described their expectations as being affected by varied
sources, many described having expectations that were much higher than what they found to be
possible to achieve in reality. Disparities in expectations and the realities of life in the U.S. were
described across the entire study population. This would explain why some refugees stated that
friends had misled them about the opportunities in the U.S.
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Edmond succinctly explained the relationship between expectations for life in the U.S.,
financial insecurity, and distress. For Edmond and other Congolese, financial need was the
reason for expectations falling flat. He said that all the plans would fail, and that agencies and
government needed to improve financial aid. Edmond also poignantly explained the significance
of financial insecurity as a long-term experience among Congolese. According to him, financial
need is a chronic cause of psychological distress:
Someone struggling to pay the rent, or the electricity bill, or the water bill. Why can that
not affect him psychologically? Send him for the counseling...Financial is always a
problem. And that is the infection of Congolese. Some was living below $1 a day.
Financial aid disaster from the country of origin. That is the one who give him hope to be
resettled to America. And the expectation is that when he reach there that financial aid
will be ending?...How someone think? The stories, there are such showing that the
Congolese are suffering, struggling in their country of origin. Their family eating less
than $1 a day. So the financial aid still affecting them...They get a chance to resettle to
America, they still struggling with financial aid. You see? That mean that that also is still
affecting them. And they don’t know where to go to get support.
Edmond went on to explain that how the community expected financial education and
how he would like to see a program educating Congolese on how to start their own businesses.
Edmond and other Congolese would like a slice of the American dream, and for their hard work
to bear fruit. Where would Edmond get the idea that with a plan and hard work his life would
change quickly in America? Well, according to him, everyone knows it to be true. He learned it
as a child in school, Europeans know it, everyone everywhere knows it. He is not wrong, at least
in his assertion that this is what many believe to be America. The idea of the American Dream,
achievement and “self-making” through hard work and opportunity, appeared early in U.S.
history; the term itself first being used by James Truslow Adams in his 1931 book The Epic of
America (Effing 2009: 127). Beginnings of the narrative of America as the land of opportunity
can even be seen as early as the sixteenth century (Effing 2009: 127).
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Contemporarily, U.S. media and celebrity alone are effective ways to continue
perpetuating this narrative transnationally, especially by way of celebrity rags-to-riches stories
which represent the transformation an individual can experience as a result of their hard work
(Gutman 2017). Unfortunately, what many Congolese refugees experienced when they arrived
was hard work with only limited opportunity to achieve or re-make themselves, and according to
their interviews, this was wrapped up very tightly with the financial insecurity they faced upon
arrival.
This concept of America as the land of opportunity also affected Congolese refugees’
expectations of life in the U.S.; it was directly mentioned by 3 of 20 (15%) Congolese
participants, whose descriptions were complementary to other participants’ expectations of
success through hard work. They expected to have an opportunity for education and prosperity
through hard work. However, the economic limitations they found were daunting. According to
Edmond:
Were told all the world is depending to US...the expectation is that US is a power
country. All resources in America. Even when I was in school, the story and geographias
saying that everything in Americas....We know everywhere that in America is everything.
And that’s true. Because we hear in America that when Trump say ‘hey, we cut, we don’t
like refugees to come in... Everyone is crying. All the world. Even euros. Europe, they are
crying now. ‘Why Trump do that? Why?’ Because everything is in America. So we came
with that expectation that when I reach in America I will change my life quickly. And
everyone has a plan...I was sure that when I reach in America is the beginning of my
plan. But things in America totally different…. My expectation becoming wrong.
Edmond’s quote is an excellent example of the power of the narrative of America as the
land of opportunity, the role this plays in refugee expectations, and leads us into a discussion of
what happens when this narrative collides with the realities of financial insecurity and lack of
opportunity refugees face once arriving in the U.S.
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“[W]e can’t build a community with food stamps”: Financial Insecurity among Congolese
Across interviews, financial insecurity is by and large what prevents local refugees from
meeting their expectations of life in the U.S. This included their individual and familial financial
insecurity, as well as the resettlement system itself. This is what Edmond was referring to when
he said his expectations were “becoming wrong”. Most Congolese mentioned financial insecurity
in their interviews (85%, 17/20); there were no major discernable differences by gender, since of
the 17, 47.1% (8/17) Congolese men and 52.9% (9/17) Congolese women discussed financial
insecurity. This included discussion of the difficulty paying their bills due to low wages, a desire
for affordable housing, the need for a car in order to find better work, and asking whether I knew
of any jobs or could assist in finding a better job. Edmond spoke of financial insecurity as a
continued experience of suffering among Congolese:
How will I change my life. Like the single moms now is suffering, they only able to pay
the rent....Maybe I was in the camp, a single mom suffering, struggling, then come to
America. My hope was that I gonna reach in America, I will change my life. Reaching
here, working for money, pay the rent, more money, pay the rent. I will still add more
emotional, I will be more affected, because I will thinking it was better to live where I
was living… It mean we Congolese people was born, was created to be suffering or
struggling? That is my question. And then with meeting, this is the question I ask all my
peoples. We was born to be struggling? Why Arabic people when they came here quickly
they change their life? Why only Congolese? Is language barriers? Is education?
Where’s to look solution?...Let us talk to government all the problems affecting us:
financial aid, this, this, this. We will write even a letter and send to government; maybe
we can get a solution. We still have hope, so we need the government support. Especially
for financial aid.
The effects of this financial insecurity on opportunity was seen across the Congolese
community. Amina, a single mother who migrated with her children, managed to find work
despite her limited English skills but found that her labor was still not enough to make ends
meet. She stated that she had to find a man to help pay her bills, and after becoming pregnant
with complications was unable to continue working. Her situation became worse than it was
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before. Now she had an additional child to feed. She said she has so many challenges she can not
deal with the ones from home. Here she was referring to mental and emotional repercussions of
her experiences as a refugee. The additional burdens upon single-mother Congolese refugees was
understood community-wide, contextualized as part of the limitations of the community at large.
These limitations had a major emotional toll. The additional burdens placed on single mothers
were understood community-wide, with male Congolese also expressing concern.
...[W]e can't build a community with food stamps, and only get this job...If you get $8 per
hour...it’s only to pay the rent. How will I change my life? Like the single moms now is
suffering, they only able to pay the rent....Maybe I was in the camp, a single mom
suffering, struggling, then come to America. My hope was that I gonna reach in America,
I will change my life. Reaching here, working or money, pay the rent, more money, pay
the rent. I will still add more emotional, I will be more affected, because I will bethinking
it was better to live where I was living. (Edmond)
The issue of financial insecurity was echoed by refugee-serving professionals. 82.6%
(19/23) expressed that financial insecurity was a major issue for their clients, and 60.9% (14/23)
expressed that it also had an effect on their mental and emotional health. Brian revealed that the
biggest thing affecting his clients’ emotional and mental health was “stable income,” and that
this was also what motivated secondary migration among them:
They don’t have reliable or stable income and current administration, they make these
situations are make them nervous. Even though I you know you are eligible to stay in the
United States forever if you want and you are going you can be a citizen if you want
after five years, they still worry and that’s why also people are moving to the other cities
and other states where their community is bigger and even though the weather is not
preferable… because the different ethnic groups and even though we have we had a big
community from my country, they are from a different ethnic group and they have
different languages we don’t really have a deep involvement each other.
Many refugees engage in secondary migration, which allows them to take advantage of
better economic opportunities or to be closer to friends/family; however, this often means they
will lose access to the benefits afforded to them where they were first resettled (Forrest & Brown
2014). Previous work has found secondary migration among refugees at 16-17% within 8 months
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of arrival, which is a major difference compared to just 1.5% of the general population moving
across state boundaries in a year (Bloem & Loveridge 2018). Brian, a refugee-serving
professional, noted that when he asked refugees why they moved, they said it was because of
work, but that he knew that these other places have bigger communities and have more public
benefits.
The difficulty of finding employment dominated their lives and their narratives, and it
became clear the major barrier to refugee use of mental health services was structural. Both
refugees and professionals were in agreement that finding employment was vital for survival.
Refugees described limited resources and lack of employment in terms of distress, with 45%
(9/20) recommending fixing financial issues as a way to help someone in emotional distress, and
professionals were powerless to make a change. Refugees felt that professionals needed to do
more, but also recognized they were limited by federal mandates, while professionals felt their
hands were tied. As Anna, a refugee-serving professional, noted:
[A]nother limitation of course is funding, and where the sources of funding come from so
you might not necessarily be able to be politically active, you know, as your role but you
might be in your own time. You know, so, how far can I go to assist them. So how far
politically can I go, how through the legislative process can I go, how far and talking to
community members can I go. There’s always going to be more. Always. And I guess that
can be deferred trauma to in a way, you know, for case managers or any staff or
volunteers. Because never feeling like you’ve done enough, you know and maybe feeling
like you’re, you’re bound with how much you can assist.
I ultimately found that despite the significance of stigma in the literature on barriers to
mental health services for refugees, structural forces and feelings of abandonment reigned in
narratives. Assuming the issue has been primarily caused by stigma can lead to essentialization
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and othering 23 that Salis Gross and other anthropologists have argued for pushing beyond
(Gronseth 2001; Sargent & Larchanch 2011; Van Dongen 2005; Angrosino 1999).
It is important to note that stigma surrounding mental health services is not something
limited to people from other countries or cultures. The scholarly literature shows that stigma
associated with mental illness and mental health services transects many parts of the U.S.
population, including veterans and active duty military, police officers, athletes, and rural lowincome populations (Steenkamp et al. 2014; Velazquez & Hernandez 2019; Bauman 2016;
Crumb et al 2019). Once this is recognized, it opens research up to consideration of stigma as
potentially part of a larger scale issue, and maybe it does not play the dominant role in rejection
of mental health services. Congolese refugees I spoke with were open to counseling and other
emotional support but stressed that compassionate resettlement workers and community
involvement in implementing these programs were key.
Financial Limitations of the Resettlement System
Newly arrived refugees require assistance bridging the difficulties they will face
adjusting to life in the United States. Refugee resettlement agencies provide much of this
assistance, but it is a considerable undertaking. As noted previously, funding for refugee services
has been limited, and recently even further strained by additional cuts. During this research it
became clear that professionals and community members were caught in the same system, but
one that sometimes put them at odds with each other for its failures. During discussions with
both groups, financial insecurity was an important overarching theme. There was talk of the
financial limitations of the resettlement system and resettlement providers, and the related
financial insecurity of local refugees. The resources of the refugee resettlement system were very
“Othering” is the homogenization and essentialization of those who are perceived to be different from oneself.
Marginalized groups often are subjected to “othering.
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limited, and during the time of my research there were several funding cuts. This included time,
staff, and monetary assistance. Refugees are only guaranteed 90 days of full assistance. Funding
and related limitations on allowable services was discussed by many professionals as a major
impediment (69.6%, 16/23). Professionals were concerned about the effect the budget cuts
would have on their ability to provide services. Emma, a refugee-serving professional, in
particular, foresaw these budget cuts would create major hurdles in the future, preventing them
from meeting the obligations they must meet when refugees first arrive:
[I]f you lay off people who’s gonna provide?...You have to have the manpower to provide
the services. So I am a little worried about all of this of course…I am worried because if
it comes down the road, maybe June or July, and they kind of send people over the seas
and coming to the United States and they’re not going to have people here, the manpower
to serve the clients, how- what you gonna do? Yeah, the funds absolutely a big key in
providing the services. Physically its impossible. Because especially in the resettlement
program everything is happening the first 30 days... It’s, everything is in the first 30 days
and if you have a, at the same time coming 5, 6 families, and you have one person to do
that? It’s really, you know. You can imagine how it’s gonna be. But we are doing our
best. Absolutely. We are doing our best.
The effects of the financial limitations of refugee services are far-reaching. One
participant even stated the funding cuts caused their program to be shut down for 6 months the
previous year, and if he lost his job, he will probably end up working at a local supermarket.
Phrases like “doing our best” were heard often in interviews with refugee-serving professionals,
indicating that professionals were just coping. At the time of my interviews, refugee-serving
professionals, refugee services had received cuts of 30%. According to Olivia, a refugee-serving
professional:
We’ve just lost about 30% at this point, but that’s a pretty serious cut especially given the
numbers we’ve seen in the past few years coming into Florida. Florida has received more
refugees in the past couple of years than we ever have and so we still have people here
that are eligible for our services. But our funding’s being cut. For example, our adult
education program and our employment program, they are able to serve people up to five
years. So if they came last year or the year before they’re still eligible for those services,
but our funding has been cut. So it’s very challenging right now, having to think outside
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the box [about] how to meet those needs with the federal funds being cut. And we
anticipate the possibility of more cuts in the future given the current political climate.
And Olivia was right, funds were cut more. In 2018 it was announced that refugee
services would be cut by another 50%. A few months later I attended a public meeting where it
was announced that, in order to cope, some major changes would be occurring in local refugee
resettlement. Instead of organizations competing for contracts for specific programs, there would
be one comprehensive resettlement program. Local refugee-serving organizations would have to
reorganize; either form a coalition or choose one organization to manage the contract and the rest
would subcontract as needed. Everything in the local refugee resettlement world was upended,
and some smaller organizations had to close their doors. Since all of the local resettlement
programs were federally funded, the effects of these budget cuts were strongly felt. At the time
of my interviews with professionals, it was suspected that more changes were on the horizon, but
not expected to appear in such a drastic way.
Since the implementation of these cuts, the burden on refugee-serving professionals has
greatly increased, with some professionals expressing in later informal conversations that due to
the staffing and budget cuts, they were now doing the work of 5 – 6 different jobs in their
organization, some of which there was no time to be trained. This has a potentially powerful
implication for organizations’ ability to facilitate mental health services for refugees, as well as
providing assistance gaining financial stability which my research indicates has a major effect on
mental health and mental health services. When discussing the most difficult part of her job,
Olivia revealed:
[S]eeing the gaps, like the mental health issue for example, and trying to build something
that works but knowing that the funding isn’t there. The funding I guess is the biggest
challenge. Lack of funding and the fact that between the funding and the political climate
it’s a very difficult time to be in this field… Even the refugees themselves don’t
understand that their services are time-limited, they feel abandoned a lot of times when
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resettlement ends but it’s the way it’s set up. So it’s a difficult position for them to be in,
and now with the current climate it makes it even harder.
An additional limitation that professionals made clear is that it’s an impossible feat for
refugees to become self-sufficient in the three-month limited full support they are afforded, but
this is a federally mandated limit, which means the funds for these services are limited in kind.
There are a few programs that are available on an extended basis, but by and large refugees are
expected to be able to support themselves by the end of this three-month period. This is part of
the pull-oneself-up by the bootstraps aspect to refugee resettlement which I observed. Refugees
are expected to become “self-sufficient” and take ownership and responsibility for their future in
this country. Professionals realize this is a difficult feat, and so do refugees, yet they continue to
try, they continue to reach for the American Dream.
Edmond, the Congolese refugee who described financial insecurity as “the infection of
the Congolese”, was striving for the American Dream. He sought to fulfill his plans for success
for him and his family, but he worked in quicksand, for the financially strapped system of
resettlement could not fully prepare his family for the American social system. He and other
refugees resettled locally and were inserted directly at the bottom of society. The financial
concerns they faced resembled that of others relegated to the bottom of the U.S. society: lack of
affordable housing; limited jobs; limited access to education; and limited access to
transportation.
When this is considered, it becomes clear the issues with the U.S. refugee resettlement
system is a microcosm of the issues of American society. The expectation that if people just
work hard enough they will find success, despite the enormous structural barriers they face.
Allegedly, anything is possible if a person is willing to work for it. The fact that refugees become
focused on employment above all in such a system should not be surprising because the system
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requires that they do so. Mental health services are not the priority. Finding a job is the priority,
and in order to do that there must be jobs available. In Florida Metropolis where few jobs are
available to non-English speakers, this is a problem.
Several Congolese expressed that the assistance from resettlement programs, though
appreciated, was simply too limited. Refugee-serving professionals, whether U.S. born or former
refugee or asylee, were acutely aware of the disparity between expectations and what their
agency could actually provide. When I asked Nina, a program manager, what refugees thought of
her organization, she expressed this was moderated by expectations.
…I see that they are frustrated and angry nobody’s helping them... In the camps they
didn’t have any obligations to work or anything else. They got food for free, rent, place to
live for free, shelter, and they expect probably the same when they come here. This is a
huge problem, trying to explain to them this is completely different system. Here you have
to work to pay your bills but they are still expecting somebody to give them, give them
and feed their children, and help with the families because they have huge families, most
of them… [T]his is one of the reasons they are not satisfied. Resettlement program, I
think it’s only four months assistance. In those four months they feel very comfortable
because somebody else is paying everything for them. Even though you tell them from the
first day “you have to start thinking, and start working, as soon as possible so you have
the money to pay for rent”. In the fifth month, no, they just feel comfortable “okay and
this is going to continue”. No, it’s then reality hits them really hard, really hard. This is a
frustration number one.
According to Nina, the issue with expectation is largely related to the stark difference in
type of support received in the camp versus in the U.S. In the camp, all of their needs were taken
care of, whereas in the U.S., they are only given a few months of assistance, only the first three
of which are full support. This led to anger and frustration.
To discuss the significant role of the structure of the U.S. resettlement system and the
limited resources contributed to it on refugee mental health is not to deny that other factors affect
mental health and mental health service use among refugees. For example, stigma is definitely an
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issue for some refugee populations, and stigma was mentioned by most refugee-serving
professionals.
For example, Mo, a former refugee and refugee-serving professional, stated in his
experience most refugees referred for mental health services or emotional support refuse to go.
He estimated this happened about 80% of the time. When asked why this happens, he states that
“[i]n Middle East, saying you’re stressed and need help is like committing social suicide…that
means chances of getting married are very narrow, having friends…so parents have only two
options…lock you up or move. So that is why this is sensitive to approach.” He said in the
Middle East, there is a perception that institutions will chain people in locked rooms, and there
are few mental health doctors in the region which also makes it so difficult to tell people from
that region they need to get help.
So, according to Mo and the other professionals, stigma was the result of fear of social
isolation and loss of autonomy coming from being labeled “crazy”. However, across the
interviews, the structural issues played an important role and were discussed at length, and what
became clear was though stigma was an issue in some refugee populations, there was a layer of
structural issues laying atop stigma that must be addressed before stigma could be addressed
adequately. This has a significant effect on refugee lives and their interest in mental health
services. Understanding cross-cultural models of mental illness is very important ethnographic
work, however, even the best of such ethnographic work will not lead to improved services and
support for refugees if the structural issues are not laid bare and a critical eye turned towards our
resettlement system. The structure of refugee resettlement in the U.S. requires that refugees pull
themselves up by the bootstraps, but cripples their ability to do so by providing them a scant
period of support to do so.
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Olivia provided an example of why such an analysis is important by describing the
situation of a local refugee who experienced a breakdown from the employment he had to take to
feed his family:
[T]here was once a refugee, he was a judge in his country and he came here, and of
course none of his professional credentials mattered. He’d been through the war he’d
been traumatized, lost family members. They came here, they were resettled and then he
was supposed to get a job…[T]he only job that they could find for him was doing
janitorial work, and the janitorial work was at the courthouse, and when he went there he
just fell apart. So he was referred to a program and they started working with him and
realized that ‘Okay, this is a judge. He’s not only dealing with profound loss of family
and country, but also his professional loss.’ Having to start at a level of work— he’s a
professional in his country and just the realization that all that is gone, all of that gone.
And so he, thank God, went for treatment… It really helped him. He was able to recover
and deal with his trauma, and then get a position, in a different position not working at
the courthouse.
Most professionals (82.6%, 19/23) were in agreement that finding work was a major
point of distress for local refugees, and several expressed it was also a difficult task to achieve
due to language and transportation issues. Ko, a professional who is not a former refugee,
brought an interesting perspective to this issue, stating though finding work was the immediate
issue for local refugees, and the reason why they did not place importance on mental health
services, they would actually still need these services in the end.
[A] lot of them focus their time on job search and some have a misconception, thinking
‘Yeah, that’s the reason I have anxiety. I have mental health [issues] because I can’t find
a job. But if I talk to a therapist will they find a job for me?’… So what I am seeing is the
issue is not a priority for the client… I’m thinking ‘You just said you saw your family
slaughtered. Oh my God, that’s an issue you need to address’. And the client is like ‘I
can’t sleep’. I’m like ‘Of course you can’t, you saw your family—’ and they’re like ‘No, I
don’t have a job’. So the emergency, the urgent take over the important with them… [A]s
humans we survive, you take care of the urgent before you take care of the important. So
those are really the things that affect them going…I have things settled for me and that’s
why I can say ‘Yeah, you need to address, you’ve been raped multiple times, that will
affect you’. Of course eventually it will, but right now she’s functioning, this is not
urgent.
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Refugees had significant needs, but case managers felt bound by system; they were
limited in helping them as much as they believed was needed and mentioned that Florida is a
particularly difficult place for finding employment for refugees. Financial insecurity among
refugees was a result of the limited assistance they receive to acclimate to life in the U.S., and for
Congolese this limited assistance caused them to be inserted into the bottom of the U.S.
economic ladder. Many local Congolese refugees worked low-paying, low-skill jobs, and were
housed in low-income housing. Congolese participants were employed in hard labor (factory,
construction, warehouse; 45%, 9/20), unemployed (25%, 5/20); or other positions which tended
to be entry-level (30%, 6/20) (see Table 3); there was no distinct gender-based difference in
employment status among participants (Table 4). The low-income housing was because
resettlement programs had very limited funds to assist with housing, and the low-paying/lowskill jobs were due to limited access to education as well as, according to John, poor orientation.
All things considered, it should not be surprising that economic burden and financial insecurity
played a role in distress among Congolese refugees. For the next generation, those born in the
U.S. even face mental health disparities as a result of economic disparities (Jackson et al. 2016).
The U.S. refugee resettlement system focuses on economic self-sufficiency (Eby et al.
2011; Brown and Scribner 2014). It has been argued that prioritizing employment diminishes
support for programs that help refugees integrate into the community (i.e. language programs,
cultural integration programs, etc.) (Brown and Scribner 2014). Ironically, it is these other issues,
including language, which have a major effect on economic self-sufficiency. Congolese
participants in this study were largely relegated to factory work, which was a product of limited
language and education. Further, since refugees were resettled into the cheapest possible housing
as a means of stretching out limited funding, they were inserted into the limited opportunity that
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surrounds those at the bottom of U.S. economic ladder. Maybe this is why refugee interviews
centered so much on employment and finance, even in relation to mental health issues. It
consumed their lives because lack of financial support prevented them from engaging in other
activities that provided support (like learning the language so that they can integrate into the
local community at large). Their financial situation was precarious, and this precariousness,
caused by the structure of the U.S. refugee resettlement system, consumed refugee life in the
U.S. They could not find hope or heal without some sense of stability.
Conclusion
Local Congolese believed in the American dream. They believed since America is the
land of opportunity, with hard work all things were possible. Unfortunately, when they arrived,
they come to realized there were major economic inequalities in the U.S. and they did not have
the tools to bridge them because the resettlement system only provided limited resources. What
some did not and some did realize was that many Americans themselves do not have these tools.
Refugees were thus inserted into the bottom rung of a system of inequality that can take
generations to get out of, if at all. This juxtaposition between the expectation that ‘hard work +
the land of opportunity = success” and the reality of “economic inequality + lack of opportunity
= suffering” appears to be a major source of distress among some local refugees. This
juxtaposition can best be described as systemic expectation discord.
Consideration of a systemic expectation discord allows us to examine how expectation
versus economic reality can potentially carry just as much weight as culture-bound models of
illness when it comes to willingness to use health services. We must also admit to the existence
of a transnational wealth/happiness concept. This is one in which happiness and balance is
achieved through wealth and opportunity. Research has found low income actually does correlate
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with low emotional well-being (Kahneman and Deaton 2010). Thus, refugees become exposed to
the same economically-fueled distress as other people at the bottom of U.S. society, which is
then compounded by other migration stressors. The distress they feel is part of a larger systemic
distress experienced by America’s poor, but compounded by migration expectations of
opportunity. The distress expressed by participants was not just about income, it was also about
limited opportunity. They did not find the kind of opportunity and integration support they
believed to be available in western countries, the one refugees expected to find when they arrive
in the U.S. As Edmond said:
We know everywhere that in America is everything… So we came with that expectation
that when I reach in America I will change my life quickly… But things in America totally
different…. My expectation becoming wrong.
So, this transnational wealth - happiness concept intersects with neoliberal concepts of
economic success as the reward for hard work in Western countries. Discord occurs between
systemic expectations and the reality of economic inequality collide. The result is a collision of
neoliberal expectations pre-migration and social determinants of health post-migration. This is
applicable to many areas of public health, as it provides an example of potential need and utility
for health education and intervention programs. Economic issues can take priority over all;
focusing singularly on education would not necessarily lead to changes in the population of
interest if they face economic barriers that affect their willingness and ability to use this
knowledge.
Though the apparatus of refugee resettlement can produce refugee trauma, it also causes
refugees to re-aim their focus post-migration away from mental health. Instead, the apparatus
forces them to focus on what it wants: economic self-sufficiency. At that point, there is no time
left to attend to trauma. Though there is concern and effort among professionals to address
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mental distress, even they are powerless to buck the system; it is structured to provide as little
assistance as possible so that resettled refugees can supply themselves with a bare bones life in
the U.S. What refugees to the U.S. expect most is safety and opportunity, but there is less
opportunity than expected and it turns out that self-sufficiency does not necessarily equal a good
life. Further, their narratives of distress cannot escape the apparatus of resettlement as it is what
has structured the distress in the first place. Anecdotally, it was mentioned by one Congolese
participant and an Ethiopian key informant that some other refugees do better than the
Congolese. The key informant stated that he thought this was because some other refuges, like
himself, arrived to the U.S. already having string networks and contacts in the local community,
which allowed for quick job and car procurement. The Congolese face a uniquely difficult
situation as new arrivals without a pre-existing compatriot support networks.
In the next chapter, I explore Congolese perceptions of appropriate ways to help those in
mental distress, beliefs about the ideal settings for such help across participants, as well as the
role of financial insecurity on perspectives of mental health.
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CHAPTER 5: REBUILDING HOPE – INTEGRATING INFORMAL WAYS OF
HELPING THOSE IN DISTRESS
I think the best way is like to be near to them. Yeah, to be near to them, and then they feel
like they have people who can help them. I remember when the first day you met [with]
me. Do you remember?...I was like, all the time I was staying home sleeping, like thinking
about my friends in Africa, thinking about why I stay alone. And then when you took me
to the tour it was like to open me the door, and then I started feeling good. I started
having friends. You the one who like open me to have friends. Like, I was before, no one
has never told me, like, to go out with her. And then I was staying in the house by myself,
but the time you started to talk to me and then you take me out to that day I started
having friends, and then they can take me to many places. Now I’m good. I don’t feel
lonely…
This was how Rose, a former Congolese refugee expressed what she believed to be the
best way to help resettled refugees in distress, her description of what she called being “near to
them”. On the day Rose was referring to, we made a trip to a local nature park and stopped for
tea. The following is an excerpt from my fieldnotes:
It was a warm sunny day, and Rose and I had agreed to get together. I had
thought a lot about where we should go. Though Rose worked, her family didn’t own a
car so I knew she didn’t get out much. After some thought, I decided that it would be nice
to take her for tea and then to a local nature preserve (and we ended taking a detour to
the local library). The local nature preserve is a place I had taken many visiting family
members and friends and had found that most people enjoy the experience. It was a
perfect June day. It wasn’t too hot for a midday walk, which is usually a problem in
Florida this time of year. As we drove up the winding drive of the preserve and through
the enormous oak trees, I saw Rose look around. We drove past swing sets and picnicking
families, and pulled in to park. As we made our way up to the boardwalk and began our
walk across the preserve, part wetland part river, with native birds, squirrels, and
reptiles on full display, Rose exclaimed “This is the bush!”. This startled me, because for
me “the bush” conjured images of the wildernesses of Australia and Africa, but I realized
that for her the bush was also simply wilderness and she was surprised to find it here, in
America. This wouldn’t be the first time Rose made a statement that reoriented my world
view. Later on our walk she told me about how she had thought America was all big tall
buildings, but hadn’t realized it wasn’t until she arrived in the U.S.
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We strolled across the boardwalk, chatting and stopping now and then to view
canoers and kayakers or to gaze out at the water. Before leaving, we stopped and sat on
boat ramp at the edge of the water for a while. We could see the canoers launching from
the other side of the river. Rose then said to me “This is one of the best days of my life.
This is one of the best three days of my life. The first best day was when I came to the
U.S.… and the third best day is today”. I was so shocked that I didn’t hear what the
second best day was. I had put a lot of thought into where we would go today, but how
could this possibly be one of the best days of her life? Then it occurred to me that her
isolation was more severe than I had realized. Since she worked full time, I had not
expected this. She had a limited experience of the possibilities that life in the U.S. could
bring. I knew getting out of the house was an issue through my volunteer work with a
local refugee women's group; this was an issue for many newly arrived women, most of
whom had children, didn’t have work, and didn’t speak English so rarely left their
homes. However, the fact that this issue was so severe for Rose as well was surprising.
Rose spoke English, worked full time, and had no children, but she still saw today as one
of the best days of her life. What isolated her, kept her from having these types of
experiences? [From later conversations, I concluded that it was not just the visit to the
preserve that made the day so great for Rose, but also the fact that someone cared
enough to bring her there.] There was clearly a great need in the community that was not
being met. At this point I realized that though my research centered on the idea of mental
health services, my interviews would possibly reveal that there were quality of life issues
that may be of more urgent concern to local refugees than mental health services per se.
(June 10, 2017).
The Vignette
Community participants were provided with a vignette of a fictional person expressing
PTSD Symptomology and were asked follow-up questions about what they thought. This was a
means of delicately broaching the topics of mental health and mental health services while
minimizing the potential effect of stigma on participant’s willingness to discuss such issues. The
vignette was followed with probing questions, including questions about what they believed
were the best ways to help that person. Below, this chapter includes discussion of community
participant responses to the vignette and related follow-up questions. For example, it discusses
what participants described as the best way to help, that participants mentioned financial
insecurity as a response to the vignette despite the fact this was not presented in the vignette, and
that most Congolese participants were open to what they called “counseling” and thought there
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was a need for it in the community. This chapter also discusses overlaps with professionals’
interviews.
Best Ways to Help: “Having Heart” and “Rebuilding Hope”
What Rose described as being “near to them” is the forming of friendship and expression
of empathy. Most Congolese participants (75%, 15/20) made similar descriptions of what they
believed as an effective way to help refugees in distress; by gender, 90% (9/10) of men and 60%
(6/15) of women made such descriptions (Table 5). Other terms used included “being close”,
“having heart”, rebuilding “hope”, and similar terms.
Table 7. Thoughts on Mental Distress among the Congolese Community, by Gender
Men
n=10

Best way to help

Women
n=10

Total
n=20

Having heart/Rebuilding Hope

9 (90%) 6 (60%)

15 (75%)

Counseling

7 (70%) 8 (80%)

15 (75%)

Informal, general 24

9 (90%) 8 (80%)

17 (85%)

Addressing financial need

4 (40%) 6 (60%)

10 (50%)

Faith-based approaches

5 (50%) 3 (30%)

8 (40%)

4 (40%) 4 (40%)

8 (40%)

Friends/Family/Volunteers

6 (60%) 5 (50%)

11 (55%)

Faith-leaders/church members

2 (20%) 1 (10%)

3 (15%)

Other refugees

0 (0%)

6 (60%)

6 (30%)

Resettlement agencies

4 (40%) 4 (40%)

8 (40%)

Trained professionals 25

4 (40%) 3 (40%)

7 (35%)

Community groups
Best people to help

Participants described informal support via interpersonal relationships as a major source
for helping those in distress. There was no dominant theme that participants used to describe
24
25

informal counseling and having heart/rebuilding hope
doctors, nurses, social workers, psychologists, and other trained professionals
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what was wrong with the person in the vignette, with potential physical causes (25%, 5/20),
thinking too much/a lot (20%, 4/20), the trauma concept (15%, 3/20), worry/too much
struggle/no hope (15%, 3/20), nothing (10%, 2/20), do not know (20%, 2/20), and other (20%,
2/20) being described. However, participants widely described informal methods as appropriate
ways of helping the person in the vignette. Gladys, a forty-something Congolese refugee who
had lived in her country for 30 years before migrating to the U.S. a few years ago, believed that:
The best way to help this person is to come nearby. Second is to love him cause when you
love him you are going to advise him….To love this person is to come nearby the person,
and to know his thinking. When you stand by this person he will understand that you love
them. He will be open to talk to you everything.
“Having heart” and similar terms overlapped with discussions of what participants called
“counseling”. However, participants used the term “counseling” in more than one way.
"Counseling" was a fluid term used to refer to sharing knowledge of intangible (emotional and
spiritual) and tangible (transportation, jobs, housing, etc.) resources. Counseling was mentioned
in both informal and formal ways (75%, 15/20), however, informal was more commonly
discussed than other ways (40%, 8/20). 30% (6/20) of participants described formal counseling
and/or other formal treatment. This informal emotional support (“counseling”) was described as
needing to occur largely through visiting, talking with, and offering words of wisdom or support
to the person in distress.
Martin, a Congolese refugee who was very active in the community through his
volunteering as an interpreter, believed that:
… have to be close to him and encourage him a lot, counseling him to show how the life
here is, you know. Trying to restore their hope. That’s gonna make them to be strong.”
[He says that it’s also important to connect them to different people, that it will make
them feel “Like wow, I’m like my home know, I’ve got a lot of family here”]
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Other ways that participants thought would be best to help refugees in distress included
addressing financial need and the issues they raise (50%, 10/20), using faith based approaches
(40%, 8/20), fostering the individuals interaction in community groups (40%, 8/20), and other
ways (such as working with refugee youth, cultural orientation, orientation to services). Two
participants, Adele and John, both expressed that support for services for emotional distress were
not needed. Adele, who recommended addressing financial need, said nothing could help
because other things (like locally accessible jobs and English classes) were more important.
Adele even stated that “you will always remember what happened, but you can be happy here”.
The people participants most often mentioned were best to provide and/or facilitate
support for refugees in distress were faith leaders and church members (15%, 3/20), other
refugees (30%, 6/20) 26, resettlement agencies and/or their employees (40%, 8/20), trained
professional (doctors, nurses, social workers, psychologists, and other trained professionals;
35%, 7/20), and any other individual with the “gift of counseling” (i.e. friends, family,
volunteers, and/or anyone who has formed a relationship with the person in distress; 55%, 11/
20).
Peter, a local Congolese refugee who had been separated from his mother for over a
decade before being reunited in the U.S., believed that individuals from any background could
carry out this work, as long as they had the empathy and closeness to do so:
It doesn’t matter. People who give themself. Because if you keep showing up they will
trust you. It doesn’t matter. If you create friendship people will be open. Must be near
them for them to tell the truth about what going through. (Peter, Congolese former
refugee)

There were no major distinct differences between Congolese men and women’s perceptions of appropriate help
except that women were the only ones to specify that other refugees are appropriate sources of assistance (6 women
vs. 0 men) (Table 5). However, it is possible that men may have cognitively included them in the category of
friends/family/volunteers and faith leaders/church leaders.
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Willingness to Accept Help
In summary, most Congolese believed some sort of structured but informal help was the
best way to help refugees in distress. 75% (15/20) used terms like “being close” and “having
heart” to describe informal support as effective ways of helping refugees in distress; and 75%
(15/20) expressed openness to counseling of some sort. Most participants (85%, 17/20) described
informal counseling or described appropriate help in ways similar to those who described
“having heart” and “rebuilding hope”.
Some ways in which participants described openness to what they called counseling
included being personally open to counseling, describing counseling as something they believe
the community would be open to, and/or by describing issues they believe should go to
counseling.
For example, Riziki believed the Congolese community should be around a person in
distress, and then the person should be referred to the “hospital” if needed. Due to language
issues, it cannot be assumed that Riziki meant an actual hospital. Some Congolese used the word
“hospital” to also refer to a clinic. So, the main take away from this is Riziki believed that formal
services, along with community support, were appropriate ways of helping those in mental
distress.
Elsa also expressed that Congolese would be accepting of help for mental distress, but
that translation was an issue:
Congolese would be okay talking about their emotional problems with a doctor. But
many people need interpreter. (Elsa, Congolese former refugee)
To understand what Elsa is referring to, it is important to note the word “doctor” was also used in
interviews to refer to nurses and other health professionals. So, the main take away from Elsa is
that she believed formal services were an appropriate way to help.
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Amy had experienced counseling in the U.S. (she was the only one) and said she found
that it was helpful.
[E]veryone needs a counselor…I did it, so I think everyone can do it…And it’s really
helpful, the counseling. And counseling is good because so many people they have things
they don’t open. That’s where they keep it, but if you try talk to me, come close to me, I’m
gonna open everything. Talk to you everything, it’s like I free now. Because when you say
something, it’s what you keep in your heart, it’s gonna be like ‘I am free because I say it’.
She also described counseling as something the community wanted, and something she believed
people in the Congolese community would accept. However, she described language as a major
issue that could prevent Congolese from using counseling services.
Lucas thought other help (like with language and employment) was more important than
help for mental distress because he believed it was a cause of the suffering in the first place.
Edmond also believed language was a problem, asserting that services might be rejected
because the caseworkers and refugee clients did not understand each other very well.
You can ask someone, “Hey, what your case worker say about the rent? How much, long
will they pay for you, like the organization.” “I don’t know.” And I’m sure the case
worker told him or her. Maybe the interpreter was there, they told him or her, but
because that only person one time, he will not be able to call, “Hey, Jacqueline, that day
you told me how long will pay for house. How long, the rent, how long will pay this
rent.” No was the client able to do that, because of the language barrier.
Edmond also expressed that rejection of services may also relate to the fact that case managers
didn’t spend enough time with their clients. He said, “in his cultures if someone comes to help
you or is your friend but won't come inside your house that is abuse”. Edmond went on to say
that in his culture if someone comes to help or is a friend, but will not come inside the house:
“that is abuse”. He said they have refugees sign papers at the doorway, suggesting that it is
viewed as very insulting when someone comes to a house but won’t come inside. Instead, case
workers and their managers should come and visit with their refugee clients.
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This sentiment aligns well with the theme of being close as a way to help Congolese in
distress. Congolese were seeking deeper relationships with those around them, including
professionals and volunteers. Part of this relationship would include sharing of tangible and
intangible resources in formal and informal ways. Despite all this, Edmond recognized that
resettlement agencies were limited in what they do, stating his case worker had seven families at
one time.
A few participants believed a possible cause of rejecting help could be the inability to
recognize there was a problem. According to Lucas, who had experienced counseling in the
refugee camp, people with trauma cannot accept services because it is like a stranger is living
inside their body. This “stranger” made it possible for them to pass through the difficulties of
flight, but also prevents them from being able to see the reality of their emotional distress once
they finally meet safety.
In my case for the first time I deny it in interview. ‘Do you want help?’ I say ‘no, I’m
fine’… when I start thinking about my parent, my brothers, and the thing just coming to
me, I become a totally different person… because living just to reach other countries, it’s
not like you’re paying transport, get into the car; you’re moving on foot. Miles and miles,
a million― thousand miles on foot. So all this thing, you did not only meet good…like
Congo, its big forest and they got dangerous animals... yeah, it happen, it can happen
[rejecting help] but that does not mean that you should stop there. You have to
understand the person. That this person, it eat up, is traumatized by his past. Try to
understand where is he coming from. What type of insecurity; because we got different
insecurity… those that are under trauma he can deny help because it’s not him. It’s like,
it’s living with a strange body inside him… that’s why I’m saying they need to be expert.
Patient, they need to be patient and understandable. Also they need to have love, enough
love. Like when I’m talking about love, it’s like a mother love. Mother love, though the
child can do whatever, you see how the mother can be. Very protective. So those people
need to have that love. Because they are not dealing with easy people. They are dealing
with difficult people.
Justin’s explanation for why people may reject services was because their current distress
seems small in the scope of their broader experience of flight and migration. This helped to
situate the dominance of financial insecurity in Congolese narratives. He said, “Maybe they
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have, they have so much pain, or they’ve been through so much pain that they think that is just a
small thing compared to what they’ve been through.”
Some participants (30%, 6/20) expressed willingness to use services for mental distress
simply depended on the background of the individual person. For Justin, this even applied across
the local Congolese.
It depends. It depends…we all came from Congo but we came from different areas. There
is a place where I don’t, I even don’t know what is, like who is a doctor, who is a
psychologist. And there is a place where I came from maybe I know about that. So that
the first thing, do they know, do they think, do they know about the person, do they think
the person will help them? Or, do they think that that will be helpful to them, for them?
This finding, that education about what kinds of help are available for those in mental
distress, should be part of any efforts to address use of mental health services in the Congolese
community.
Of all 20 Congolese participants, stigma was only discussed in three interviews (15%).
For Emily, counseling was an appropriate way to help those in distress, but some Congolese may
not be open to it because, in her words, African people "shy up too much” and might be afraid
someone will laugh at them. All in all, across my sample of Congolese, stigma was not the
primary issue.
Amina and Brenda, who were both open to help for emotional distress, referred to stigma
by stating whoever offers help for this should be from outside the Congolese community. This is
counter to what the majority of participants said, which is community involvement is an integral
part of helping those in distress. This difference means any potential services culminating from
this dissertation should include options for those in need to choose whether they want
community members involved.
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Overall, professionals also described financial insecurity as a major issue, but also felt
that stigma had a role in use of mental health services. Most professionals (82.6%, 19/23)
suggested stigma affected willingness to use mental health services and several (65.2%, 15/23)
mentioned financial issues as having an effect on willingness to use services. Others mentioned
lack of culturally appropriate services, transportation, lack of knowledge, being in survival mode,
and other issues. It is very interesting that so many professionals expressed stigma as an issue of
concern, whereas very few Congolese mentioned this as an issue in their community. This does
not mean stigma played no role in use of services among Congolese, as attested by Amina and
Brenda’s desire for help from outside the community. However, it does indicate a potential
disparity in understanding among professionals.
Nevertheless, professionals did recognize that stigma did depend on the country of origin,
with Cubans being mentioned as being more likely to accept mental health services. Refugees
from the Middle East, Burma/Myanmar, and the Democratic Republic of Congo were described
as populations in which stigma was a greater issue.
For example, Mary, Mo, and Rahim originally from the Middle East, stated they would
be either disinclined towards mental health services or hesitant to share their mental health status
with others, and others from their region would feel the same.
Brian, a non-Middle Eastern professional and former refugee, also stated stigma was an
issue in his community, and though he personally would accept services, he would not like it if
someone called him “crazy”.
Mo had a unique perspective in that he also believed that people from the Middle East
also generally do not need mental health services because they receive enough social support
from family and friends.
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In Middle East, saying you’re stressed and need help is like committing social suicide...
Having a mental problem means you are dangerous and crazy…There are some
institutions, but trust me you don’t want to be there…In my opinion the counseling is not
something people from Middle East can benefit from… Many times when people in US go
to counselors it’s because they need someone to talk to. People from Middle East don’t
have this problem. There is always someone to talk to. When there is a problem,
everybody calls, everybody gives an opinion…Sometimes you get more counseling than
you need.
For Mo, informal counseling from friends and family was viewed as not only appropriate, but
easily accessible. This aligns with statements from Congolese refugees. The difference between
Mo and the perspectives of many Congolese I spoke with is that Congolese were not completely
opposed to formal counseling and many mentioned doctors and/or those with formal training as
appropriate, but informal counseling had the highest consensus. Social support was imperative to
both groups, yet Congolese did not describe experiencing social support in the U.S. Instead, their
narratives of distress revealed that they felt alone and abandoned. Though I observed events
during my participant observation that revealed that local Congolese are indeed making strides to
form a strong community, I found no evidence that it currently meets their mental health needs,
which may be due to their overall need to focus on work. Upon reviewing Mo’s perspective and
comparing the responses of professionals and Congolese community members, it becomes clear
there is another potential explanation for why so many professionals mentioned stigma but so
few Congolese did. It is possible that desire for informal and/or community-based help among
Congolese is a way to circumvent any potential stigma from utilizing formal services. This data
cannot confirm or deny this, but it is a potential future venue of research.
Professionals also believed that stigma was partially caused by fear of institutionalization
and the fact that there were very few mental health services in many refugees’ home countries;
professionals said they tried to address the stigma by explaining the concept of talk therapy to
clients.
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The challenge I think is conceptualizing what talk therapy is and doing it in a way that
they don’t feel stigmatized because a lot of times in their country they will say either
you’re sane or you’re crazy and there’s no there’s no in between there’s no getting
treatments or seeing their a therapist your sense somewhere so they don’t want to be
stigmatized. (Olivia)
I might step somebody aside and try to break the stigma because I know sometimes we
just ask if they want counseling or therapy, but there’s no explanation or breaking the
stigma behind that. So I try doing that without being too direct sometimes. (Anna)
Finally, professional’s statements regarding stigma revealed that professionals
themselves were also concerned about stigma surrounding mental health services. This further
complicates the issue of mental health services.
Available Local Services
An interesting problem revealed in this research was that even though there seemed to be
much interest in connecting refugees to mental health services, most community members had
not even heard of the types of services available locally. Only 2 of 20 (10%) Congolese
participants, Amy and Natalie, stated they were not aware of any local mental health services.
Another unusual findings is that at the time of data collection, there were not actually any
local mental health programs aimed at refugee populations specifically, only general programs
that tried to insert local refugees.
Olivia, a refugee-serving professional who had been working with refugees for over 15
years, explained there were no funded refugee mental health services locally, so she and her
colleagues had to find alternative ways to improve accessibility. However, even when they
located services, and the refugee client was willing, language became a major barrier:
We have to build partnerships with local organizations…it is more challenging than it
sounds though because although these agencies are willing to see refugee clients they
don’t always have the training that’s needed, or the staff to understand the refugee
process, and they don’t always have the language capacity. That’s probably the biggest
barrier is the language capacity… a lot of times you’re asked to provide the interpreter
which either have to be a volunteer and that’s problematic because they might not be
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able to commit to long term therapeutic relationship, or it has to be someone
paying…and the same with the language line. If they don’t have a language line already
in their budget you’re asking them to do that, and yet it is federally required that you
provide language access so we’re always in this really odd position with language access
where it’s a law on the books that not being enforced …the language is a huge issue. So
that continues to be probably our biggest challenge even when a refugee is willing to go
seek mental health services is language access.
Lammi, an Ethiopian former refugee, explained he would be willing to take someone in
his family to counseling, but the services did not exist, especially ones that were tailored. He
explained that resettlement only provided assistance with basic services like housing and food,
and many went through their 90-day initial service period without anyone to talk to:
[T]here is no one who listen. Who listen, talk to these refugees, especially women with
children…Okay, we appreciate bringing people here for another hope [inaudible],
appreciate the government, appreciate the people, the stakeholders who involved in
solving that problem. But something [inaudible] when refugees come here, they need
someone who listen, someone who can counsel…
When I told Lammi about a local agency I knew of that referred refugees to mental health
services, he argued that services were not presented in a culturally appropriate manner; they were
created for someone who is a U.S. citizen, and they did not account for the refugee experience
and different refugee cultures. Lammi believed people might reject services because they were
not properly tailored, that is, they were provided in the same way as they might be for American
citizens. He also described translation as an issue, stating translators involved in such services
needed to be former refugees or people who could understand and who would protect privacy.
He added that phone translators could not be trusted because their identity was unknown.
Like most Congolese, Lammi was not aware of any local mental health services, and
based on my participant observations and interviews, though there were some local mental health
services which served some refugees, there were no refugee-specific mental health services in
the area. This meant that no services were uniquely tailored to meet the needs of refugees.
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Interviews and participant observation revealed that though there was a local program for
survivors of torture, it did not provide mental health services, but connected refugees to local
services. These services had the same issues as other local mental health services, they were not
tailored to refugee populations. Why was that? Limited funding was a major source of the
problem; funds were limited and staffing tight, which meant little time was available to focus on
mental health. The agencies were already heavily reliant on volunteers. One organization had a
program for torture survivors which helped link them to services, but again there were no
refugee-specific services locally.
Limited resettlement funding was discussed across professional interviews, and some
Congolese interviews. Though many professionals also described stigma as having a role in
whether refugees use mental health services, limited resettlement funding was described as a
compounding issue.
Olivia recalled that many professionals had expressed to her they were overwhelmed with
the amount of services they had to provide in the first three months, and did not have time to
address mental health:
[T]hey’ve told me ‘we don’t even want to go there with mental health issues…if they are
running on adrenaline they just need to keep running on adrenaline and keep getting
through so we can get them jobs and get them paying the rent because it’s not doing
anybody any good if they start unraveling’. So that’s another thing that I don’t know if
anybody talks about real openly that’s a real issue.
Olivia continued by explaining that refugee resettlement was about getting “you launched” and
time spent reflecting on past experiences could negatively impact the success of this launch.
Based on Olivia’s statement, it would seem that any program created to reach refugees
would need to be a long-term solution implemented after the initial 90-day period, or be a fully
funded program from day one of arrival. Though this is ideal, refugee services have recently
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faced a series of funding cuts which make it unlikely. As such, this dissertation later presents a
low cost and flexible means of addressing refugee need for mental health services.
Role of Financial Insecurity
Relationship between financial insecurity and perspectives of mental health?
Congolese refugees’ experience of the resettlement process was marked by their
expectations and feelings they were unable to work towards their goals, as well as marked by
their related financial insecurity and distress. From the above, we have learned that local
Congolese refugees were generally open to accepting help for mental distress, but the availability
of such resources was limited by resettlement funding and language. It is also important to
understand other structural issues affecting their perspectives of mental health. One major issue
revealed in this research was financial insecurity.
Congolese participants were provided with a vignette of a fictional person expressing
PTSD symptomology and were asked a few questions about what they thought. Surprisingly, it
was during this portion of the interview that several participants mentioned financial insecurity.
It was mentioned as both the cause of distress and a way to address it. This was interesting
because at no point in the vignette were financial issues described. Their experiences of the
resettlement system not only had an effect on their perspectives of mental health, but also their
levels of distress overall and shaped what they read into the context of the vignette. Financial
insecurity not only caused them to be unable to work towards their expectations for life in the
U.S., but also caused them distress. For these Congolese refugees, financial insecurity was a
major cause of distress and was at the forefront of their mind, which speaks to the importance of
it to them at the time.
Professionals agreed that financial insecurity was a major cause of distress:
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It’s a socio-economic status. This is what affects their mental health. Because if you don’t
have money to pay for your rent and you have children. If you don’t have money to
provide for your child, to buy shoes, to buy clothing. If you don’t have money to pay for
vacation; just seven days just to relax, to be with your family, to connect with your
family. Because you are like a gerbil all the time on that wheel. You are getting stressed.
You are getting anxious. And then everything is coming, then you start reacting in a way
you’ve never seen yourself before. Socioeconomic status, this is huge. It’s affecting
because what we have seen for us, especially two years with the Congolese population,
with the Syrian population. One of the family members, father or mom, with the Syrians
it’s usually the dad, they have a physical disabilities. They are not able to work, women
they don’t allow them to work, and this is a huge problem. They don’t have money to pay
for rent and utilities, they are facing eviction. It’s a huge burden… And then they are
really really getting angry and out of control because they are desperate, no hope. It’s a
desperate… working for low, the minimum wage, and working too many overtime and
trying to just survive. Huge effect on mental health, and entire family health as a unit.
(Nina, former refugee, refugee-serving professional)
Other discussions of the effect of failed expectation and financial insecurity on mental
health were couched in terms of suffering and included words like “crazy.” This included:
“[w]hen you come here is when you suffer", financial problems as causing “big trauma”, being a
“slave” to bills/work, “emotional problems caused by not having work”, the financial issues in
the U.S. as being able to “make you go crazy”, and financial insecurity as the cause of emotional
problems for refugees in the U.S. Financial insecurity and the inability to work towards their
“plan” is crushing. Several participants, across the sample of Congolese and non-Congolese
alike, expressed concern over why refugees are brought to the U.S. when there was such limited
support. Many said they knew of someone who considered going back to their home country as
a result. Secondary migration is also an overarching commonality across local refugee
populations as they seek out better economic opportunities. During the course of my research,
two of my Congolese participants moved to different states in search of a better life. One of
them, Rose, was able to work towards her GED in her new home state and her mother’s distress
eased because she was finally able to find work in a local factory. Another, Rockstar, was also
able to find consistent work and became more involved in non-profit work. A third, Natalie, will
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be moving to get married and finally have time to get her GED since she will no longer need to
work.
It is not only lack of direct financial opportunity that local Congolese found frustrating,
but also limited opportunity to obtain the education that will lead them to better financial states.
Martin, a Congolese refugee who had completed some college before he migrated to the
U.S., expected to be able to finish college once he arrived. When got here, he found out he could
not. While it was unclear exactly why he could not, he suggested it had something to do with not
having a green card yet, but he said this situation made him “crazy” and expressed that many
refugees who come to the U.S. expected to obtain an education here. He noted many have even
been in the middle of exams to finish school when they get notice they have been accepted to the
U.S., and since they were told they will be able to finish their education here they drop
everything and come, and then are disappointed they cannot continue their education. Several
participants mentioned education for themselves and/or their children as one of the reasons they
looked forward to coming to the U.S. and/or one of the best things about living in the U.S.
Participant narratives revealed they paired, or couched their discussions of structural
limitations and financial barriers within their aspirations and expectations for life in the U.S.
They described structural and financial barriers in terms of distress, and some clearly articulated
this superseded past trauma. One participant, a single mother struggling to make ends meet,
expressed that “you will never forget” what happened to you, but if help with rent, for instance,
was provided, it would relieve the stressors she faces in the U.S. She stated: “it is here you
suffer”. This participant felt mental health would not be an issue if these aspirations and
expectations were met.
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How does this relate to their perspectives of mental health services?
People would use counselors but need to work. If you keep going to counselor your
children will not eat…Have to deal with challenges here. (Brenda)
13 out pf 20 participants described counseling, whether by professionals or experienced
laypersons, as appropriate treatments for distress and were generally open to it. As described in
this chapter, one major reason why someone might not go to such services was of a financial
nature. Addressing financial insecurity (especially getting a job) was also described by some as
the best way to help the person in the vignette (45%, 9/20). Though most Congolese participants
were open to what they called “counseling” and thought there was a need for it in the
community, financial security was generally prioritized, likely because it was also seen as a
cause of distress.
As Amina, a single mother who had recently lost her job due to health complications
said, there were so many challenges here that she could not deal with the ones from home. Also,
as Brenda’s above quote reveals, despite willingness to use counseling, Congolese refugees must
prioritize working to feed their families.
A relationship between financial insecurity and use of mental health services is also
reflected in interviews with professionals. In these interviews they describe employment as a
one of the foremost barriers/concerns among their clients.
In the literature on refugee migration and resettlement, one major thread throughout is
that refugees have difficulty adjusting, and this has an effect on their behavioral health. But what
does adjustment look like? And how is adjustment hindered by how our resettlement system is
structured? The participant responses presented here are revealing. Yes, cross-cultural
differences affect adjustment, but though it is often at the forefront of the discussion, the nature
of the U.S. resettlement system also has a major role to play.
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When speaking with Nina about the mental health screening process at her organization,
she revealed what she thought was a flawed relationship between mental health screenings,
adjustment, and the structure of resettlement.
…I remember when I came to the United States…[P]robably I would screen like 1 million
times positive because they ask like, “Do you feel upset because you cannot get this? do
you―”. Too simple question. Of course I do. I came in completely new country, new
environment, new language, new culture, everything is completely different. And now you
have to adjust in a three-month, expecting you to find a job immediately, to leave your
child in a daycare. That was the most difficult day of my life, not the war. I spent in the
war for years. That was the most difficult, when I had to leave my child. She was two
years old, didn’t speak the language, nothing, and then I had to leave her with a
stranger… That was so hard. It’s not a mental health. I’m not, I don’t have any diagnosis
or something, I’m just a mom and a person who suffered a lot emotionally, physically,
and a war, lost everything over the nights. And, but I was happy because I came to the
country where it is freedom, where my child can sleep safely, in a safe environment, she
can live in a safe environment, we can live and work.
According to Nina, the expectation of going immediately into the workforce, leaving her child to
be supervised by strangers, and the expectation of complete adjustment in three months was
simply overwhelming. What her words further reveal is she believed it is normal for someone to
screen positive during this time, the time at which mental health screens are given to all
incoming refugees. 27 This hints at a potential belief the screeners may over-diagnose people, and
that maybe everyone who screens positive may not actually need formal mental health services.
From Nina’s narrative, it would seem that expectations placed upon incoming refugees,
fielded by a limited timeframe for financial support, has a compounding effect on the distress
they experience from the migration process alone. It would seem culture and language were not
the only major factors in her initial distress and adjustment. In Nina’s experience, the

27
She is referring to the Refugee Health Screener (RHS-15), a mental health screener created by testing three
different mental health screeners with Iraqi, Nepali, Bhutanese, Karen, and Burmese speaking refugees to create one
culturally and semantically appropriate screener. The RHS-15, created as part of the Pathways to Wellness project (a
coalition of several refugee service organizations), was meant to be a culturally-appropriate assessment tool used to
screen and identify refugees in distress before they reach crisis (Hollifield et al. 2013). At the time, a short version of
the screener was being used with newly arrived refugees to Florida Metropolis.

130

relationship between the resettlement process and use of mental health services seems clear: the
nature of the resettlement system puts refugees in a position where they will likely screen
positive, but even then they may not necessarily need formal mental health services.
Conclusion
My findings that family/friends/faith leaders are preferred sources of support during
times of distress are also reflected in data resulting from Piwowwarczyk et al.'s (2014) focus
groups with 15 Congolese and 15 Somali refugees. Interestingly, Piwowarczyk et al. (2014) also
found that Congolese largely associated emotional distress with severe mental illness.
Congolese in this study responded to a vignette of PTSD symptomology by
recommending friends, family or pastoral care as help (along with health professionals and
resettlement agencies). While PTSD is a topic of much concern in the U.S., these Congolese
refugees did not seem to believe those kinds of symptoms necessarily represented severe mental
illnesses requiring formal treatment. There may be some disparity at how serious Congolese and
Americans perceive symptoms associated with PTSD. As Piworczyk found, mental health
problems were only considered such if you were to the point of "taking your clothes off"
(Piwowarczyk et al 2014: 211). The threshold at which formal treatment is believed to be needed
is much higher among Congolese. This may have to do with their resettlement experience, and
the fact that counseling and other such services are essentially non-existent in DRC; they have
not had a system to rely on for that kind of care so have relied on their social networks and faith.
While Piwowczyk et al (2014) found the community would discourage use of formal services,
this was not borne out in my research. However, the fact that participants in my study most
commonly suggested informal services which may be an indicator of some agreement on this
issue.
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CHAPTER 6: CONCLUSIONS
By exposing the interplay between structural disparities and perspectives of mental health
services among refugees, this research contributes to anthropological theory, namely: 1) critical
medical anthropology, and 2) the debate between structural and cultural factors as moderators for
use of mental health services. My research reveals that mental health and prioritization of mental
health services are affected by financial insecurity, and that this financial insecurity is related to
the limited help from the U.S. resettlement system as well as the limited assistance available to
America’s poor. There are a plethora of barriers affecting resettled refugees as they acclimate to
their new lives. When considering which may affect use of mental health services, it is easy to
get tangled in this web. During data collection, I saw participants face many of these barriers,
however, there are several that are most directly related to use of mental health services. Pollard
(2014) categorized the barriers that refugees face as internal, structural, and systemic; for the
Congolese, the structural issues of financial insecurity and language had the most significant
effect on mental health and mental health services. Internal issues, like stigma, were not
described much by the participants in this study as a cause for potential non-use of services, and
only a few participants expressed a belief that informal or formal services of any kind were not
desirable or useful. Overall, the Congolese community expressed a preference for informal help
for those in mental distress, but a willingness to accept help at all was mediated by the
predominance of financial insecurity and language issues.
This study found that we cannot properly address the issue of refugee use of mental
health services without addressing the structure of refugee resettlement and overall economic
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inequality in the U.S. Unlike Ong’s analysis, which casts a harsh light on refugee-serving
professionals, my analysis did not seek to single-out refugee-serving organizations as agents of
the state, but instead to use their perspectives to contextualize the realities of life as a local
refugee. It was ultimately found that Congolese refugees face the same structural violence as
other Americans relegated to the bottom of society, except compounded by all the difficulties of
being a refugee (e.g., language, education, loss of home and family, and experiences of violence
during migration and in the camp), and issues unique to local Congolese like contestation of
Congolese identity. 28 These issues, along with organizational limitations, prevented them from
being able to realize their plans and expectations.
According to Pollard et al. (2014), the barriers that refugees experience can be
categorized as originating internally, structurally, and systemically, this research reveals current
structural and systemic barriers faced by local refugees:
structural (limited health and mental health care services, service unaffordability,
inadequate interpreter services, inadequate shelter, unemployment, food insecurity, and
poor cultural competency among providers), and systems (e.g., difficulty navigating a
complex system and inadequate community support) barriers… (Pollard et al 2014).
This research also reveals all of these barriers are perpetuated at least partially from two
sources: 1) the limited resources for providing assistance to the disenfranchised in the U.S.,
whether it be for refugees or other Americans who suffer under the yoke of economic inequality,
and 2) limited resettlement services. The emotional burden of refugees’ dashed hopes, and the
day-to-day burden of financial insecurity, not only causes distress but also causes mental health
to not be prioritized. Through my own experiences growing up under the yolk of financial

Though I did not observe this contestation firsthand, DRC is a very diverse country with a history of ethnic
conflict; it is undoubtable that this may have some effect on community-building post-resettlement.

28
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insecurity in the U.S., I empathized with the toll this can take on mental health. Yet, this does not
mean there is not a way to move forward; many still have hope.
In this small community, I met four different participants that were actively engaged in
creating or continuing in non-profit work to help their community. Three of these participants
shared plans to go to back to Africa and help those currently in refugee camps, and two of them
invited me to go along. Despite their difficult journeys and current trials, there are some that
continue to hope, continue to plan, and continue to work on improving the lives of their
communities and others. They are active, motivated, and invigorated, and they want to help
others to “rebuild hope” and do well in the U.S. To “rebuild hope”, to “be close to them”, to
“have heart”, and similar language were used across the sample to describe how to best help
refugees in their community in distress, and often discussed in relation to financial insecurity and
structural barriers. However, these individuals face similar barriers as others in their
communities and have difficulties making these efforts fully realized.
The way to move forward is to listen, to collaborate with the community to “rebuild” and
retain hope so they can move forward with their lives and we can better serve refugees in need. I
propose two steps for moving forward: 1) share their narratives with the American public so they
may better understand their neighbors and see similarities in their struggles and move forward
united; and 2) collaborate with refugee communities to help create sustainable peer support
networks.
Implications for Anthropology
This research contributes to theory and practice in applied and medical anthropology by
building upon current theories of mental health/illness and cross-cultural differences, as well as
contributing to discourse on trauma-based mental health treatment and the role of the
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resettlement process in shaping refugee lives. This research does not discount that differing
cross-cultural perspectives on mental health and illness, and distress in general, may affect
Congolese perspectives of mental health and mental health services. Instead, it reveals the kinds
of structural issues that are affecting those perspectives. This research also does not discount that
Congolese participants’ current distress may also be affected by pre-migration trauma, but
reports their perception of financial insecurity as a major stressor in their lives after arriving to
the US. This research contributes to narrowing the knowledge gap in understanding what affects
refugees’ use of mental health services and what services are most successful with these
populations; by using a critical medical anthropological approach, it contributes to the debate
between structural and cultural factors as moderators for use of mental health services. Through
the scholarly lenses of control over destiny and critical medical anthropology the data reveals
what is perhaps best described using the concept of systemic expectation discord. The history of
conflict and inequality in the DRC means that financial insecurity is an issue for many
Congolese. Throughout flight and waiting for resettlement, Congolese look forward to having the
opportunity to rebuild their lives, and those chosen for resettlement in the U.S. hope for the
American Dream. The hopes of many Congolese are dashed when they arrive in the U.S. and
come to realize the desperate economic situation they will now have to face. They realize that
they do not have the control over their lives that they thought they would; despite their hard
work, they are not achieving what they expected. They describe the disparity between their
expectations for building a new life and the realities of being inserted into the lowest economic
class in the U.S. in terms of distress; financial insecurity becomes a major focus of their lives.
There is discord between their expectations and reality, but they are not to blame. U.S. systemic
structural inequality – and the ways this impacts refugee resettlement processes -- undercuts the
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possibility of achieving the American Dream. The prioritization of financial insecurity in their
narratives is evidence of the need to continue explorations of the role of structural inequality in
anthropological research. Critical race theory, though I did not find it useful to explain the
phenomena revealed in this particular research, may be profoundly useful in exploring issues that
were discovered anecdotally, such as bullying and fear of white people. Critical race theory may
be useful in understanding how the Congolese experience is related to broader economic
inequality in the U.S., as well as how this relationship can be explored further in future research.
Overall, this research directly contributes to policy and practice because it will be
presented to local resettlement agencies via the RSIG. This presentation will provide these
agencies with information useful in future efforts to improve mental health services for their
diverse client population. The findings will contribute to anthropological practice and theory
through the publication of my research results, as well as follow-up publications on interventions
implemented as a result of the study recommendations. This dissertation’s recommendation of a
peer support program is anthropologically grounded in participant’s narratives, and also aligns
with previous anthropological work highlighting informal supports as “domains of healing” or
spaces where refugees can heal by building trust and identity through engaging with “both
familiar and unfamiliar groups of people” (Brogden 2015: 331)
As an applied anthropologist, I recognize the importance of theory and practice, and the
goal of my dissertation research is to firmly bridge these two realms in clear ways. The results of
my project will be used to not only inform refugee provider organizations on how to potentially
improve programs targeted at refugee mental health (practice) but will also add to the
anthropological and public health body of knowledge. With the dissemination of this knowledge,
changes in the way refugee resettlement structures refugee lives can potentially be implemented
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(policy). Additionally, any limitations in this research provide an opportunity for future work in
this area.
Potential Future Research
Even though race was not a central theme discussed by participants in this research,
ancillary findings suggest a need for an exploration of race among Congolese using a CRT
framework. Specifically, some participants voiced concern over bullying of Congolese children
and teens, unequal access to resources across refugee groups of different origins, and fear of
white people among some in the community. Research has also shown that racial inequality can
be observed in the body. African American women have been found to have higher rates of
premature births than White American women and African-born women, while White American
women and African-born women have similar rates of premature birth (David & Collins 2007).
However, within one generation, the premature birth rates originating from the daughters of
African-born women living in the U.S. greatly increases, which leads to the conclusion there
must be a shared experience or factor, like racialized social status, affecting premature birth
among African American women and the daughters of African-born Black women (David &
Collins 2007).
There are many future avenues for exploring issues of race and health inequity among
Congolese using a CRT framework, which include: a) identification of what social identities
intersect for Congolese (i.e. refugee, black, African, ethnic group, gender, etc.) and how this
affects their experience of life in the U.S.; b) a look at cultural performance of American culture
by Congolese, how this relates to the privileging of certain cultural orientations, how Congolese
observe ‘poor performers’ are perceived/treated, and the effects of this on mental health; c)
investigation of health inequalities among Congolese compared to that of African Americans in
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the same neighborhoods; and d) experiences of bullying among Congolese children and teens,
how this is situated in racialization and nationalism, and the effects of this on mental health.
Another potential area of future research is to explore the notion of “success” among
Congolese. Congolese expected to be able to rebuild their lives through hard work and live
according to their plans, however, this research did not reveal how they assess when these plans
have been achieved. How do they define success? What community members exemplify those
who “made it”? Exploration of the concept of success would have to include analysis of how
social status is determined among Congolese refugees. Is it based on region of origin in the DRC,
ethnic group, job type, or other identifiable factors? And, how does this relate to perceptions of
successful Congolese refugees in the U.S.? As part of this, it might also be useful to explore
types of self-help and mutual assistance among Congolese refugees. For example, a) in what
ways do those who achieve success attempt to help their community members, b) do community
members expect those who achieve success to help other Congolese, or c) do those who achieve
success perceive their success as having been due to their singular efforts, or do they include
community support as a vital aspect of their success? 29 Social status and concepts of “success”
would help to better understand community and community-building among local Congolese,
which would be useful in translating any health promotion efforts to the Congolese refugee
community.
Exploration of the interaction between family planning and financial insecurity is another
potential avenue of future research. My participant observation revealed that Congolese were
interested in family planning, and that there was concern over the financial struggles of

During data collection I met three male Congolese refugees who stated they had been involved in previous nonprofit work, desired to build their own non-profits here in the U.S., and/or work with those still doing work in/near
refugee camps. However, I did not explore their current efforts toward these goals as part of this research, and this
could be valuable to understanding concepts of self-help, mutual assistance, and charity among Congolese refugees.

29
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Congolese single mothers. However, counter to that, a Congolese community leader, Edmond,
informed me that he was not interested in family planning himself because his entire family had
been killed in the DRC and he wanted his line to continue. Clearly, for some, like single mothers
there was an intensified experience of financial insecurity, yet that does not mean that Congolese
necessarily considered family planning as a way of alleviating financial insecurity. Family
planning was not a major theme in participant narratives, but I believe exploration of this issue
may be a valuable part of understanding the overall Congolese refugee experience and their
experience of financial insecurity.
Finally, intimate partner violence can also be a potential avenue of future research.
Intimate partner violence was not a major theme in participant narratives. However, during
participant observation, one woman alluded to this being an issue by asking me if my husband
and I physically fought, and by expressing concern over marrying an African man for this
reason. Also, some refugee-serving professionals mentioned intimate partner violence as an
issue. Intimate partner violence overall is a major issue in the United States with 5.4 per 1,000 of
women and 0.5 per 1,000 of men having been victimized in 2015 (Office for Victims of Crime
2018). These rate differ when disaggregated by race, ethnicity, socioeconomic status, and other
factors. Understanding how intimate partner violence appears in the Congolese community and
how this relates to the trauma and distress of their resettlement experience is important.
Implications for Behavioral Health Practice
Services: Their Contexts and Implications
Implementation of mental health services is difficult in the context of U.S. health systems
as there is no real single mental health system. Instead U.S. mental health systems are shaped by
state and local laws, funding, and initiatives and require support from the federal level all the
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way down to the community level. Further, the support of mental health services often hinges on
the engagement of non-profits, community-based organizations, and community volunteers. The
realities of refugee life in the U.S. make addressing mental health even more complicated.. Not
only do refugees face many difficulties throughout flight and resettlement that lead to higher
rates of mental illness than the general population (Close et al. 2016; Lamkaddem et al. 2014),
but they also face cross-cultural, economic, and logistical barriers once they arrive. It is difficult
to create and implement successful mental health programs for populations that face so many
barriers, especially when there is no single mental health system in the U.S.
Additionally, many mental health services for refugees target pre-migration trauma
(Weine et al. 2008). Focus on pre-migration trauma overshadows the difficulties of the process
of resettlement, and more contemporary literature extols that post-migration structural factors,
like lack of interpreters and lay counselors, actually has a major effect on refugee use of mental
health services (Wong et al. 2015; Weine et al. 2008). A need still exists to understand factors
that affect refugees’ use of mental health services and what services are most successful with
these populations.
In this dissertation research, local Congolese refugee community members expressed that
community groups are an important and necessary part of addressing refugee mental health
concerns. This aligns with the scholarly literature that states community, peer, and family-based
programs are strongly supported among some refugees and provide greater mental health
outcomes than other treatment methods for refugees (Behnia 2003; Small et al. 2016), as well as
help to increase the number of mental health visits (Weine et al. 2008). This has tremendous
potential for applications locally, where many mental health services for refugees are formalized
and individually focused. This research is also important because it aligns with the literature
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showing support for holistic approaches to refugee mental health services (Behnia 2003), a need
for creating services that address all the major barriers in the life of a resettled refugee.
Implications for Public Health Policy
The implications of this project on policy is its potential to contribute to understanding
the ways in which resettlement policies and practices may affect the way refugees interact with
mental health services post-resettlement. Analyzing the factors affecting refugee access to mental
health services, including how this relates to different beliefs and practices used to cope with
distress, provides useful insights into how to address refugee mental health more holistically.
The current public health literature describes several major barriers, including, but not limited to,
mental health literacy (May et al. 2014; Yaser et al 2016) and the effectiveness and/or
appropriateness of specific treatment approaches/modalities in treating refugee mental illness
(Baarnheim et al. 2016; Drozdek et al. 2013; Ekstrom et al. 2016; Goodkind et al. 2014; Khawaja
et al. 2013; Lindert et al. 2016; Logie et al. 2016; Pollard et al. 2014; Leidle et al. 2011).
However, more informal methods of support, as described by refugees themselves, is limited.
Refugees themselves are rarely asked what they want as help for mental distress.
This research provides a major contribution to the field in its endeavor to hear from
refugees what they think is best. For example, “rebuilding hope” was a common theme among
refugee community members when discussing the best ways to help refugees suffering from
mental disorders. They discussed this in concert with the hope they had for their lives and
America and how that was greatly diminished upon arrival and experiencing the unexpected
limitations that life held. Forming community groups to address “rebuilding hope” was an
integral part of their discussion.
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Policy level issues that diminished hope included isolation caused by fear and structural
barriers, the limited financial resources provided to refugees, the limited access to education for
adult refugees, high living costs, and the limited time frame which resettlement organizations
could provide assistance. Refugee community members’ discussions of their hopes correlated
with ideas of the American Dream, and for some these hopes were based on ideas of life in
America that started as early as when they were school age children.
Potential large-scale policies that could be implemented or altered based on these
findings include: expanded/improved cultural orientation programs at refugee camps; extended
cultural orientations upon refugee arrival to the U.S. that help them adjust to life in the U.S.;
extension of the three-month time period where newly arrived refugees can receive full support
from resettlement programs; and expansion of refugee-specific education programs.
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CHAPTER 7: RECOMMENDATIONS
Given the recent funding cuts to refugee resettlement, whatever program is created to
address mental health needs of refugees must be flexible and adaptable enough for a poor
funding environment. A major issue for creating such a program is the current state of public
mental health services in Florida overall, which are already extremely limited, and this is even
more so for refugees. The Florida Department of Children and Families’ Office of Substance
Abuse and Mental Health (SAMH) runs Florida’s public mental health services, but local
services are largely privatized and parceled out to non-profits who compete for state grants
(Florida Department of Children and Families, 2014a). This competition and privatization is a
potential cause of unequal access to services throughout the state. It creates inequality because
the location, accessibility, and implementation of services cannot be as easily tracked and
regulated as services managed from a single source. Also, private organizations tend to have
more concern for the bottom line than the quality of care There is a need to investigate how this
uneven access across the state correlates with varying local burden of mental illness, as well as
how this differs by refugee status.
Refugees face many barriers upon arriving to the U.S. and though stigma of mental
illness is generally an issue affecting use of mental health services among refugees, so is
language (Al-Obaidi et al 2015). In this dissertation, results indicated professionals who work
with local refugees find language to be a major barrier to treatment for local refugees. This is a
potential cause of increased mental health disparities, as it is very difficult to find providers who
speak Swahili (a language spoken by most Congolese) and very difficult to locate a suitable
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interpreter. For instance, though the DCF website states that “[r]ecovery support services include
culturally and linguistically appropriate services that assist individuals and families working
toward recovery from mental health conditions” (Florida Department of Children and Families,
2014b), through my participant observation and conversations with people on the front line I
have learned that “linguistically appropriate” services do not exist for most local refugee groups
locally. This is a major challenge for local professionals who provide support services to
refugees. There is a need for epidemiological data on the relationship between burden of mental
illness among refugees, lack of availability of public mental health services, and limited
language interpretation issues. Inequality in our health systems affects millions of Americans,
and refugees face unique disparities as an extension of these systems.
For the general public, there are major gaps in care including unequal availability of
public mental health services, low rates of follow-through to treatment and remission due to the
treatment cascade (Pence et al., 2012), and linguistic barriers. Unequal availability of public
mental health services could be improved if we changed the way our state manages mental health
services. The only way to ensure more uniform availability of services is to provide more
oversight, and this is typically limited in privatized systems. I would argue the state should
directly operate at least half of the public mental health services, those operated by the state
could fill the spaces where these services are most difficult to access (whether it be by geography
or financial limitations of the local population). I would also argue the state should improve
elements of its infrastructure, like public transportation, to ensure that those in need of services
can feasibly access them.
Refugees also face linguistic barriers, which could be met if the state actively recruits
those who speak the needed languages and offers training to prepare them for interpreting during
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mental health treatment. This recruitment has to go beyond just posting a “desired language” on
the job announcement, especially for languages not commonly spoken in the general population
but are key to treating a local population in need (like refugees). If there is any hope that the state
would create such a position, the effectiveness of it must be tested and documented by including
a permanent translator within any program that is piloted.
The above recommendations are broad and sweeping, and they are ideal
recommendations for large-scale change that would benefit both refugees and the general
population. However, there are local and more immediate changes that can also be made, and
which based on my research can have potentially high impact for local Congolese. These
recommendations have been outlined below.
Collaborate with the Congolese Community
Congolese participants most commonly recommended informal forms of help for those in
emotional distress, with friends, family, and the faith community being recommendations for
those who can facilitate care. Trained professionals and resettlement agencies were also
recommended. From this, it can be seen that involvement from those in Congolese informal
networks should be a key part of creating any program to address mental distress in the
Congolese community. A structured resettlement agency/community partnership is necessary. I
recommend that: a) a local resettlement agency administer and fund a peer support program that
is created in collaboration with leaders in the local Congolese community; and b) local
community members are hired as translators for the program and paid a retainer fee to ensure
availability.
A major issue in implementing such a program is how to identify “the community.”
Where is the Congolese community and who is part of it? This is a particularly difficult problem

145

to solve programmatically, and also poses an issue for ethnographic field work. Congolese have
been resettled across a broad metropolitan area. There is no one neighborhood, town, church, or
any other geographical boundary that forms a hard outline of this community. Many go to one
church with a faith leader who is known for his ministry work with local refugees of various
backgrounds, while others live several miles away and go to other churches. Some live nearby
other Congolese, and others do not. Even those who attend a single church are prone to sporadic
attendance, as I noted during participant observation across several visits to the church. Even
community events are not defined by location. Further, those Congolese who spoke enough
English to communicate with those outside their community are often burdened by working
over-time and/or translating.
Thus, the Congolese “community” is largely circumscribed by events and those who
attended; this was when they became a single identifiable community. Otherwise, they
disappeared across the vast landscape of Florida Metropolis. This, coupled with the ethnic
variation across Congolese in Florida Metropolis, makes defining the community elusive and
opaque. Nonetheless, they share a history of flight, life in refugee camps, a shared language
(Swahili) though not spoken fluently by all, provided some amount of communication, that most
were Christian, and, of course, a shared self-identification as Congolese.
Even identification of community leaders at times can be difficult. During data collection
it became clear the Congolese community was defined by a network of individuals with
influence, who attempted to help compatriots in different ways. a\A single person could be part
of the web of multiple influencers at once. There were two individuals clearly defined as
community leaders; they are from the same country of origin, have influence among many, and
drive change in the community. However, there were also those who carry influence and have
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the trust of many. These individuals are not Congolese. By my estimate, there are approximately
six individuals who could be considered community leaders, or have significant influence in the
community. Two Congolese community leaders and three non-Congolese community influencers
(Reverend Shepard, and two women’s group leaders), as well as an additional person who has
enough respect in the community that I believe they should be included in the peer support
training. The community leaders and influencers were identified by their activity in the
community and the respect they were afforded by Congolese participants across the geographic
spread of the Florida Metropolis. Each of these individuals were also discussed at some point or
another as individuals who could be trusted by Congolese participants.
The collaboration should also include the input of case managers and resettlement
program managers. Case managers have day-to-day contact with refugees and are often the ones
to refer them to mental health services and to follow-up/advocate for their general well-being and
their support is vital. Managers of refugee resettlement programs are also important to contact as
not only are they aware of the outside programs refugees are being referred to, but they also
oversee those who implement connections to mental health programs. If the support of program
managers and case managers are gained, then we have the support of the key personnel to
implement a peer support program and extended orientation program.
Implement a Peer Support Program
Common Treatment Modalities used in Refugee Mental Health
There is a struggle to identify programs and methods of treatment that will be wellreceived and effective among refugee populations in the U.S. Even when the literature reveals a
treatment modality has been found to work in some studies, understanding why it worked are
limited. Various programs have been implemented in attempts to address refugee mental distress.
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Reviews of mental health interventions for resettled refugees found such treatments are typically
either trauma-focused treatment or multimodal interventions, and include (cognitive behavioral
therapy), NET (narrative exposure therapy), CPT (cognitive processing therapy), TFT (traumafocused therapy), ST (skills training), TP (testimony psychotherapy), MMT (multimodal
therapy), “eye-movement desensitization and reprocessing (EMDR); pharmacotherapy;
expressive, exposure, and testimonial therapies; multifamily and empowerment mutual learning
groups; and individualized therapy based on supportive, psychoanalytical orientations”
(Nickerson et al. 2011; Murray et al. 2010: 579)
Qualitative inquiry has potential to contribute to improvements to mental health services
for refugees, which can easily be seen reviewing the literature on mental health treatment
modalities, like Cognitive Behavioral Therapy (CBT), among refugee populations. CBT is a
treatment modality commonly discussed in the literature in mental health services among refugee
populations (Leidl et al. 2011; Murray et al. 2010; Moreland et al. 2017; Hinton & Jalal 2014;
Grey & Young 2008; Buhmann et al.’s 2016). There is growing scholarly support for CBT as an
effective treatment for PTSD in refugees (Nickerson et al. 2011), with some arguing programs
like web-based CBT transcend some of the common barriers preventing refugees from utilizing
mental health services (Morland et al.2017). However much of what is written about CBT is
from the perspective of RCT’s and epidemiology and often do not describe the real-world, longterm implementation of such programs, which would require careful program planning and
evaluation. CBT is used to treat post-traumatic stress disorder (PTSD), a disorder often linked to
refugees. “[T]rauma-focused interventions, such as cognitive behaviour therapy (CBT), are
thought to alleviate symptoms by facilitating extinction learning, processing the traumatic
memories, altering maladaptive appraisals of threat, and overcoming avoidance behavior”
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(Nickerson et al. 2011: 400). However, even when it’s found that a specific treatment results in
significant reduction of PTSD symptoms, the mechanism for change is often unclear. This was
the case in Nickerson et al.’s (2011) systematic review.
The literature on these programs is very limited, which makes it difficult to understand
the full scope of what ways of helping refugees in distress are most capable of bridging the
barriers they face. Though the CBT literature discusses current programs, statistics, and whether
there were significant effects among those who received the treatment, there is limited
information on the how’s and why’s the programs were not successful among some participants
because they limit their evaluation to statistically relevant data and the outcome measures of
mental health screenings. They fail to include the qualitative perspectives so vital to
understanding not only what participants did not like about each program, but also what
technological and other barriers they faced in completing the programs.
For instance, Moreland et al.’s (2017) article on a web-based CBT intervention for
refugees does not explain why there was a loss to follow-up or why the program wasn’t effective
for particular groups. Nickerson et al.’s (2011) systematic review of PTSD treatments
commonly used for refugees does not speak to the clinical feasibility of CBT programs; Liedle et
al.’s (2011) and Buhmann et al.’s (2016) work was limited to outcome measures based on
screening tools; and Murray et al.’s (2010) review of mental health interventions for refugees
and Moreland et al.’s (2017), though they acknowledge that CBT and other Western based
interventions are culturally mediated, they only offer limited information on how the authors
evaluated each program for cross-cultural validity in their review. Finally, though Grey & Young
argue that CBT for refugees with trauma should include three phases of intervention (meeting
primary needs (social isolation, unemployment, etc.), applying trauma focused interventions, and
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addressing integration / reintegration into community), and outline several key aspects to
consider in the planning in implementation of CBT programs for refugees, there is limited
information on how to evaluate this.
Research on mental health services for refugees should not only address program cultural
appropriateness and feasibility, but also address how to conduct initial and ongoing evaluations
of these programs for ever-changing and diverse refugee flows. It is not that scholars do not
recognize that sociocultural context is important. Hinton & Jalal (2014) provide a checklist for
implementation of CBT among refugees in a culturally sensitive way, in an attempt to maximize
efficacy and effectiveness. However, without thick description and narrative to provide the
scaffold for contextualizing the barriers to services and by which to understand why certain
interventions do or do not work, it becomes extremely difficult to make improvements on the
issue of refugee use of mental health services.
Based on epidemiological data showing there is great need for mental health services for
refugees there is a frantic push to provide help for refugees. However, understanding of what an
effective program looks like is limited. This is largely because of cultural variation. It has been
found the most effective programs are those which target a specific ethnolinguistic group (Muray
et al. 2010), and refugee populations across Western countries have become very diverse. So, a
primary issue is how to create flexible and culturally/linguistically appropriate programs.
Another issue is that, much of the literature on programs discuss their success in epidemiological
terms, failing to provide detailed information on important qualitative aspects.
Further, there is rarely any detailed information on evaluation methods, the literature
discuses outcomes at length but rarely discusses strategies for effective program implementation
and evaluation, which leads one to believe that formal evaluation methods may not actually be
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used to assess many of these interventions. Besides the obvious issue with this, there is the added
problem of where are other scholars to turn if they want to adapt a similar program to their local
population? Scholars and public health professionals are scrambling to provide effective
programs for these populations, but there is rarely indication of how to assess the progress of, or
overall success of such programs outside of epidemiologic evidence. Where would someone
even start with such a program, what stakeholders would they need to contact, how do they
assess the progress of the program, how do they include refugee perspectives in the creation,
implementation, and final evaluation of such programs? These are all questions that seem to be
largely secret knowledge among those who implement such programs, either that, or such
thorough evaluations are simply not being conducted.
Based on the data, and on the limitations of current literature, I have recommended a peer
support program, complementary extended orientation program, formative evaluation, and
translation of the program to an alternate refugee group.
Peer Support Program
Based on participant narratives, focus on community and informal counseling are key to
addressing mental distress among Congolese. The scholarly literature states that community,
peer, and family-based programs are strongly supported by some refugees and provide greater
mental health outcomes than other treatment methods (Behnia 2003; Small et al. 2016), as well
as help to increase the number of mental health visits (Weine et al. 2008). Peer support
programs have also been found to be successful at improving access to health care, with a yearlong peer support program with refugee women in Australia resulting in reduced isolation,
enhanced well-being, and new/strengthened social networks (Liamputtong et al. 2015). For this
reason, I believe a peer support program would be best suited as a short-term solution as it will
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provide a key source of support and a pathway to culturally appropriate care for refugees with
mental distress. While a peer support program cannot address the economic insecurity that
causes much of the distress experienced by the community, it can help strengthen the networks
by which Congolese obtain information on employment, education, and other issues affects their
economic state. This peer support program can also serve as a pathway to formal mental health
services for those who need such help and are willing to accept it. Those trained in the program
will have knowledge of local services, agencies that facilitate access to such services, and local
translators that community members might be comfortable. Any individual with significant
influence or power in the community should be invited to collaborate with the local agency in the
implementation of the peer support training, and also undergo the training themselves. Due to the
complexities of identifying community, I would advise the organization to open the peer support
training to all their Congolese clients and former clients, including self-identified community
leaders, as this would circumvent any internal politics that may surround who qualifies as a
community leader.
Due to the limited literature on successful programs that address refugee mental health, it
is necessary for the peer support program to be developed in a methodical way, and to include
evaluative procedures that identifies ways the program could be improved. I recommend
agencies create a logic model for how the peer support program should be created to identify
successful program strategies and outcomes, and to articulate a theory of change based on
program successes. According to Fitzpatrick et al: “[a] logic model may depict the program
theory if its articulation of program inputs, activities, outputs, and outcomes is sufficient to
describe why the program is intended to achieve its outcomes” (Fitzpatrick et al. 2011: 161). It is
extremely difficult to offer culturally appropriate services to such a diverse population.
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Though there is research on mental health services for refugees, it rarely addresses how
to tackle this problem in a complex multicultural environment, instead focusing on only one or
two refugee populations.
Implement a Complementary Extended Orientation Program
Disparity in expectations was a major issue mentioned across interviews, with orientation
cited as a culprit. For this reason, I recommend an extended orientation program with local
Congolese. This program would not only complement the current limited orientation provided by
local agencies, and the peer support program by providing the quality time and informational
support required to start a new life in the U.S. Based on participant interviews, I recommend this
program be implemented just after refugees receive the standard orientation program and build in
time for orientation staff to spend quality time with them and expose them to different aspects of
life in the U.S. The program will require local refugee community members as paid staff to assist
in translation. Many participants felt that agencies do not spend enough time with individual
refugees and families. Though they recognized there was a funding limitation, they believed that
more interaction was needed in order for address the problems that refugees face. An extended
orientation program would contribute to Congolese feelings of being helped “with heart” and
“rebuilding hope” as they would be able to feel “at home” by forming a broader network of
friends and services in the U.S.
There is a tendency to interact with clients only during the initial phases of
interaction/enrollment in services and at most until they have completed services. However,
involving the whole family and keeping in touch with them through an extended orientation
program will increase trust and the likelihood of follow-through with other services in the future.
This can also potentially improve community perspectives of the services and organization.
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Many families have other major concerns that affect whether or not they use mental
health services. Oftentimes, these other concerns are put before anything that might be perceived
as self-care so clients are unlikely to follow-through with services until these are resolved. For
this reason, it is important to link families, not just individual clients, to services that will assist
them with these concerns. An extended orientation program that includes service connection can
address these issues.
Finally, transportation is a very common and important logistical barrier for families.
Engagement in an extended orientation program could improve refugee use and comfort with
public transportation, which was mentioned as an issue among participants. This could be done
by building in repeated practice sessions with public transportation, as some participants
mentioned there is only time to show refugees how to use the bus once during the current
orientation. These sessions could potentially include accompanying refugees on errands, medical
appointments, and to work every day for their first few weeks post-arrival. There is the
additional issue of an ineffective local public transportation system, which includes limited,
untimely, and confusing bus routes which cannot successfully provide transportation to all parts
of Florida Metropolis. Unfortunately, improving the public transportation system is not a feasible
goal of the extended orientation program, but the program could include driver education courses
as well as education on how to save for and purchase a used vehicle.
Complete Formative Evaluation
In order to effectively identify methods of improvement for the above referenced
programs, as well as their applicability across other local refugee groups, program evaluation is
key; proper program evaluation in real-world settings is vital. Randomized controlled trials
manage the environment of interventions in a way that would never be possible in applied
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settings where office politics and negative interactions between resettlement programs, refugees
and community partners can hinder the clinical effectiveness of such programs. A logic model,
as recommended above, is useful in identifying the key stakeholders that need to be engaged to
make a program successful, the resources needed, as well as teasing apart each element of a
program, its purpose and how it will be periodically evaluated.
For example, even if the above programs are effective with local Congolese, that does not
mean that it will be effective with all Congolese refugee populations across the U.S. Community
politics and major areas of concern can be affected by state and county level policies. Without a
clear and well-thought out plan, the success of the program will be undermined. Further, it is
important to publish the results of such an evaluation, including program failures, so that other
scholars and public health professionals can avoid any pitfalls. Congolese community leaders
who participate in the formation and implementation of the peer support program would be
invited to participate in such dissemination activities.
The evaluation of the peer support and extended orientation programs should include data
collection at baseline and follow-up, periodic monitoring and updates, and should include
partners from the Congolese community. A formative evaluation could be conducted to adapt a
peer support program to local Congolese refugees, a process evaluation could be used to
determine whether local refugees are using the program and why/why not (which can also help
identify problems that could expand as the program continues), and an outcome evaluation could
be used to assess whether the program is actually having an effect.
Assess Program Applicability to other local Refugee Groups
The success of a peer support and extended orientation program for non-Congolese local
refugees depends on it cross-cultural appropriateness. For some refugee groups, like those from
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the Middle East, this form of peer support, and any relationship it may have with mental health
services, may be affected by stigma surrounding mental illness. The issue of rejection of mental
health services is an issue across many refugee groups. Therefore, I recommend that these
programs be assessed for applicability to each group to which it is considered. Based on barriers
I faced during data collection, I recommend the following best practices.
1

Hire and pay two translators from the community for the length of the project. I found ad
hoc translator work to be especially ineffective among a population with limited English.
In order to ensure that a translator is available when you need them, it is best to pay a
translator for a few hours of work per week, regardless if you use them every week. This
shows good faith to a community member who is very likely doing a lot of free
translating as well as working full time. Such translators are under a heavy burden and
will need this to incentivize their availability. Hiring more than one translator will ensure
that someone is available to translate whenever an interview arises. It would also be ideal
if resettlement workers/peer support program workers learned Swahili, although this may
limit their ability to translate this program to other populations; with limited time and
funding, workers do not have the resources to learn the language of each refugee group.

2

Hire at least one research assistant to help with data collection and analysis. Narratives
surrounding issues of distress can be very lengthy as it often leads to participants sharing
what they are currently distressed about. When it comes down to analysis, these lengthy
narratives will require prompt analysis and write up or else the time until program
creation and implementation will be protracted. You will need the extra hands.

3

Collect ethnographic data but conduct rapid analysis of interview data. Narrative is key to
understanding the perspectives of individuals and communities, however, resettlement
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programs and providers often seek prompt recommendations for solutions. I recommend
rapid analysis to provide the programmatic answers that will connect to the narratives.
Though theory generation is important, you do not want it to unnecessarily delay
potential improvements that can be made in the community. Fortunately, rapid analysis
does not hinder the subsequent in-depth analysis required for theory generation.
This ethnographic dissertation study makes practical recommendations on how to provide
mental and emotional support to refugees while circumventing the issues that cause them to deprioritize mental health services as we understand them. I found that financial insecurity was at
the center of local Congolese refugees’ narratives and was described in terms of distress. This
distress, best described as being the result of systemic expectation discord, was the result of
conflict between their expectations for life in the U.S. and their difficulty achieving their plans
due to economic inequality and an underfunded resettlement system. Further, I also found that
Congolese were largely open to help for mental distress, but there was a preference for informal
help. Though the structural inequalities they face cannot be addressed with anything less than
sweeping reform, assistance for Congolese in distress can be addressed at the local level in the
form of the above-recommended peer-support program and complementary extended orientation
program. This dissertation makes contributions to theory and practice in anthropology and public
health, and hopes to expand the depth of understanding of the Congolese experience, moving
past the homogenizing label of refugee. I hope that I have done justice to those who opened their
hearts and minds to me, expanding understandings of what it means to be a refugee resettled to
the United States.
A refugee was once called the landlord. He was once called an educated person. He was
once called the father, a mother, a leader of the family. Yeah. Situation can happen
anyway to anybody. No one has never think that one day – like me, I was intelligent…
They were telling me that, encouraging me to do more and to do good in school … For
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some people when they hear the word refugee [it] becomes like a mockery. They're just
under estimating you like you can't do anything. You are nobody. So whatever in your
teachings, and whatever you have to do, please you need to fight that. A refugee need to
be given an identity. For before you become a refugee he was somebody full of dignity.
(Lucas, Congolese refugee)
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